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Duane, A.: The Associated Movements of the 
Eyes, Their Nerve Centers, Conducting Paths, 
Production, Varieties, and Derangements. 
Am. J. Ophth., 1924, 3.8 vil, 16. 

Duane presents the theories which seem most 
probable to him regarding the associated ocular 
movements and the nerve tracts and the centers 
concerned in such movements. He describes the 
centers in the cerebral cortex, the association path- 
ways connected with the cerebellum and labyrinth, 
the descending paths connecting the centers with 
the nuclei, and the functions of the centers. 

Attention is called to the fact that there are 
inhibitory functions controlled by these centers, 
and that unicentral movements differ from bi- 
central movements in that the latter arise from 
stimulation of both sides of the brain and the former 
from an impulse beginning in a center on one side 
of the brain. Associated, unilateral, and bilateral 
paralyses are discussed. Vircit Wescotr, M.D. 
Feiiing, A.: Ocular Palsies. Bril. M.J., 1924, i, 223. 

Feiling gives a brief review of ocular palsies, taking 
up first their anatomical and physiological aspects, 
second, their pathological aspects, and third, the 
findings in forty-five of his own cases. He describes 
the anatomy of the nerve fibers, particularly their 
origin and course and the mechanism of their in- 
terrelation. The lesions which may interrupt the 
neuromuscular chain at various sites are tabulated. 

In discussing the pathological aspects, Feiling 
follows Paton’s classification. Of fifteen syphilitic 
cases in his series, nine were cases of meningovas- 
cular syphilis and six were cases of tabetic degenera- 
tion. Of five cases of cerebral tumor, three were of 
special interest because the eye symptoms were the 
first to draw attention to what eventually proved to 
be a fatal disease. With regard to the Argyll Robert- 
son pupil Feiling agrees with those who define it as 
an absence or a gross diminution of the reaction of 


495 


HEAD AND NECK 


the pupil to light, with preservation of the reaction 
on convergence-accommodation. Three of his cases 
of Argyll-Robertson pupils were cases in which 
syphilis was excluded. Tuomas D. ALLEN, M.D. 


Peter, L. C.: The Relation of Exophoria in Early 
Presbyopia to Refractive Errors. Brit. J.Ophth., 
1924, Vill, 20. 

In the early presbyopic period there are two types 
of exophoria cases. One comprises those which date 
from early adult life, and the other those incident to 
failing accommodation. Only the second group is 
considered in this article. 

The condition is most prevalent in hypermetropes 
who have not worn a proper correction until the 
age of 35 years or later. When the hypermetropia 
amounts to two or more diopters a full correction, 
particularly if used only for near vision, disturbs the 
established relation between convergence and ac- 
commodation sufficiently to give rise to more or less 
lasting symptoms. The repressed convergence thus 
brought about often leads to an exophoria of 10 to 
15 degrees. The symptoms are headache, drowsiness 
on attempting to read, redness of the lids, and vague 
nervous conditions which are usually attributed to 
other causes. 

The first step in treatment is careful refraction 
with a cycloplegic if this can be used safely. If 
exophoria is marked, the full correction is pre- 
scribed for near vision only, and a weaker glass for 
constant use. The strength of the constant glass is 
increased as the patient’s tolerance warrants. 

Prismatic exercises are valuable if they are proper- 
ly carried out. Marked improvement in the con- 
dition often results even though the exophoria is 
only slightly improved as shown by the Maddox rod 
test. The following points are important: 

1. The exercises should be carried out at 6 meters 
with light at a proper level, not above the eyes. 

2. Full correction should be worn during the 
exercises. 

3. Prisms must not be tilted up or down. 
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4. Increase in prism strength should be gradual. 

5. It must be ascertained that the patient fuses 
the images. 

6. The patient must be seen at the office suf- 
ficiently often to insure the use of proper methods. 

7. Home practice should be conducted daily in fif- 
teen-minute periods. Manrorp R. Wattz, M.D. 


Peter, L. C.: The Surgical Treatment of Concomi- 
tant Squint. Aflantic M. J., 1924, xxvii, 266. 

The eyes may be straightened by tenotomy, by 
tendon tucking, and by resection with or without ad- 
vancement. The treatment depends somewhat on 
the type of squint and whether or not the deviating 
eyeisamblyopic. If the eye is hopelessly amblyopic, 
only a cosmetic operation is indicated and the sur- 
gery may be confined to one eye. In such cases 
Peters does a resection with advancement, depending 
on the angle of squint. If this is not sufficient, a 
tenotomy of the opposing muscle in the same eye is 
warranted. 

If vision is equally good in both eyes and fusion 
is fair or good, the same amount of surgery should be 
done on both eyes and the operation should consist 
in resection with or without advancement, never 
tenotomy. The same treatment is indicated in 
cases of alternating convergent squint. 

In divergent squint, tenotomy is of more value 
and should be associated with resection and ad- 
vancement whether one eye is amblyopic or not. 

Immediately after the removal of the bandages, 
fusion training should be instituted providing the 
amplyopia is not too marked. 

Tuomas D, ALLEN, M.D. 


Pascheff, C.: The Differential Diagnosis Between 
Parinaud’s Conjunctivitis and Conjunctivitis 
Necroticans Infectiosa. Brit. J. Ophth.. 1924, viii, 
25. 

The author states that Parinaud’s conjunctivitis 
is not a clinical entity but a syndrome, the salient 
features of which are unilateral conjunctival in- 
flammation accompanied by suppuration in the pre- 
auricular and submaxillary glands and a rise in the 
temperature. Several conditions such as tubercu- 
losis and leptothrix have been named as causative 
agents. 

One type of conjunctivitis, which has a definite 
etiology, is termed “conjunctivitis necroticans 
infectiosa.’”” The organism isolated has the mor- 
phology of a cocco-bacillus 0.25 by 2 micra and is 
gram-negative. Specific antibodies were demon- 
strated in the serum of patients suffering from the 
disease, and guinea pig inoculation produced exactly 
the same results as inoculation with portions of 
affected conjunctiva, namely, the formation of 
typical white necrotic points in the spleen and death 
in seven or eight days. The author has named the 
organism “micro-cocco-bacillus polymorphous ne- 
croticans.’’ Animal experimentation is the surest 
method of diagnosing this condition. 

MAnrForD R. Wattz, M.D. 


Blegvad, O.: Xerophthalmia, Keratomalacia, 
and Xerosis Conjunctive. Am. J. Ophth., i924, 
3 &. Vii, 89. 

Blegvad collected the histories of 434 cases of 
keratomalacia in children and thirteen cases jp 
adults occurring in Denmark during the years 1909 
to 1920. The experimental work which determined 
the importance of the vitamin fat soluble A js re- 
viewed. While in animals, food plays the most im- 
portant part in the development of the disease, jn 
man, other factors must be taken into consideration. 
The condition appeared earliest in the youngest 
children receiving a diet deficient in fat soluble A, 
The largest number of cases were seen in May and 
December. The mortality rate of 21 per cent was 
high, but was lower than the previous death rate 
before milk treatment was given. 

Of the 298 patients who survived, 27 per cent 
were blind, 24 per cent had vision greatly reduced 
in both eyes, 35 per cent had vision greatly reduced 
in one eye but good vision in the other, and 14 
per cent made a complete recovery without reduc- 
tion of vision. Vircit Wescott, M.D. 


Hubeny, M. J.: Localization of Foreign Bodies in 
the Eye. Radiology, 1924, ii, 33. 

No examination for the possible presence of a 
foreign body in the eyeball should be considered 
complete without the use of the X-ray. If a foreign 
body is demonstrated, it should be localized by 
means of a localization apparatus and not just by 
anteroposterior and lateral views as recommended 
by a prominent ophthalmologist. X-ray localization 
permits operative measures in the vicinity of the 
foreign body and therefore decreases the amount 
of injury in extraction. Reliance should not be 
placed on postero-anterior and lateral projections 
because of variable factors. Stereoscopy is even less 
reliable. The variable factors which must be over 
come are: (1) the location of the central beam of the 
X-ray which affects the situation of the projected 
foreign body; (2) the size and shape of the head; 
and (3) the location of the eyeball. 

From a legal standpoint a negative report should 
always read: ‘‘The eye appears negative for foreign 
body opaque to the X-ray.” 

Hubeny establishes the presence of an opaque 
foreign body by using two films exposed simul- 
taneously. On one he takes a postero-anterior pro 
jection and on the other a lateral projection. Inten 
sifying screens should not beemployed. Dependence 
cannot be placed on movement of a foreign body 
to demonstrate its presence in the eye as foreign 
bodies embedded in the sclera or eye muscles produce 
the same effect and movement has less diagnosti 
value the nearer a foreign body lies toward the pole. 
When an instrument such as Sweet’s is used the 
head should be adjusted before each exposure. When 
the foreign body is a splinter of glass, a roentgen-ra\ 
examination should be made. In borderline cases 
extreme care must be used. 

i Manrorp R. Wattz, M.D 














Cords, R.: Decoloration of the Superficial Layer of 
the Iris. Am. J.Ophth., 1924, 38. vii, 1. 


Cords reports four cases of decoloration of the iris 
following iridocyclitis, glaucoma, and contusion. 
The cause of this phenomenon is obscure but is 
probably an interruption of the blood supply or a 
nerve disturbance Vircit Wescott, M.D. 


Bedell, A. J.: The Lens as Seen with the Gullstrand 
Slit Lamp and Corneal Microscope. J. Am. M. 
Ass., 1924, Ixxxii, 363. 

Bedell has done a very fine piece of work in his 
study of the various ocular structures with the 
corneal microscope, and his artistry is most excellenj. 
This paper is accompanied by a large number of 
colored drawings showing the various conditions 
found in the normal lens and in the lens in cases of: 
(1) traumatic cataract, (2) lamellar cataract, (3) 
complicated cataract, (4) chronic glaucoma, (5) 
iridodialysis, and many other conditions. 

Tuomas D. ALLEN, M.D. 


Clapp, C. A.: Liquefaction and Absorption of 
the Crystalline Lens; Relation to Lenticular 
Opacities. Am. J.Ophth., 1924, 3s. vii, 131. 


Clapp reviews the embryology, growth, structure, 
nourishment, and chemistry of the crystalline lens. 
Not satisfied with Gunn’s or Parson’s explanation 
of the cause of absorption of traumatic cataract, 
he suggests that the albuminoids may be digested by 
a proteolytic ferment in the lens or in the aqueous or 
by a combination of two such ferments. He reviews 
the theories of cataract formation and discusses 
the treatment of cataract on the basis of autolysis. 

Vircit Wescott, M.D. 


Woods, H.: Report of Two Experiences with Acute 
Glaucoma. Am.J.Opith., 1923, 3S. vi, 974. 


Woods reports two cases of congestive glaucoma 
in which iridectomy was done with good results. 
In the first case the presbyopia was indicated by 
pain on near work rather than by poor vision. The 
fields were taken at various times and found normal. 
Blurring of vision was first noted one afternoon, and 
during the night the patient was awakened with 
violent pain in the right eye. Examination the next 
morning showed a congestive glaucoma. This did 
not yield to eserine. Iridectomy was complicated 
by an unusual hemorrhage when the iris was grasped 
and before it was excised. Three weeks later cor- 
rected vision was 20/20. Nine months later the 
patient reported that he was uneasy about the other 
eve. Holocain was instilled for tonometric readings. 
The eye flushed, the pupil dilated, and the tension 
suddenly increased. Eserine was used, and three 
days later an iridectomy was done. Following the 
operation the patient suffered intense pain which 
was relieved only by the use of morphine and sali- 
cvlates. There was nothing about the eye to account 
for this pain. Recovery was prompt and vision was 
normal. 

The second case was one of frank long-standing 
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glaucoma in the right eve. The patient had had an 
attack of grippe complicated by facial erysipelas. 
Vision became reduced and tension increased. 
Because of the erysipelas, operation was considered 
impossible. Therefore eserine and pilocarpine were 
instilled. A week later adrenalin was used to reduce 
the conjunctival irritation in the left eye. This was 
followed by rapid dilatation of the pupil. Under 
ether anesthesia iridectomy was done on both eyes. 
In the right eye the tension was reduced but vision 
was not improved. In the left eye the corrected 
vision two months later was 20/20. 
Vircit Wescott, M.D. 


Wilder, W. H.: Some Observations on Iridotasis in 
the Treatment of Glaucoma. J. Am. M. Ass., 
1923, Ixxxi, 2095, 

The etiology of glaucoma being uncertain, all 
methods of treatment are directed to the elimination 
of its most prominent symptom—increased intra- 
ocular tension. Even if the tension is reduced, 
changes may continue to occur which ultimately 
destroy sight. This is true more frequently in simple 
glaucoma than in the congestive type if the latter is 
operated upon early. In the chronic type the tension 
is often difficult to determine. 

To determine the early stages of simple glaucoma 
Wilder advocates the recording of tonometric read 
ings of tension and of its variation after the use of 
miotics and mild mydriatics, the charting of visual 
fields, and a study of the central field for scotoma. 
Even if the central vision remains normal it is his 
practice to operate if the continued use of miotics 
fails to keep the tension within normal limits or to 
prevent contraction of the visual fields. Despite the 
traditional prejudice of most ophthalmic surgeons 
against incarceration of the iris and the possibility 
of infection the author has employed iridotasis with 
success. 

His technique follows closely that of Borthen. A 
horizontal cut is made in the conjunctiva high above 
the limbus and by blunt dissection a tunnel about 
4 mm. wide is made down to the limbus. The eye is 
then held downward and a keratome incision about 
4 mm. wide is made into the anterior chamber 1 mm. 
from the limbus beneath the conjunctival flap. 
Small iris forceps are introduced, the iris is grasped 
at the pupillary margin and drawn into the wound in 
such manner that its pigmented posterior surface 
is exposed, and the sphincter is drawn out of the 
wound. Atropine is not used before the operation 
because it tends to make the iris thicker and more 
difficult to grasp, but is used after the operation. 
The flap is not sutured. Only the eye operated upon 
is bandaged. If the procedure is successful there 
will be oedema of the conjunctiva when the eye is 
dressed twenty-four hours after the operation. 

Wilder reports thirty-six cases in which forty- 
eight operations were performed. Ten operations 
were done for congestive and thirty-eight for chronic 
glaucoma. A reduction in the tension for a varying 
length of time was obtained in go per cent. 
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The immediate and remote dangers of this opera- 
tion are slight. It gives as good results as trephina- 
tion, sclerectomy, and cyclodialysis, and is prefer- 
able in cases in which the iris will bleed easily (high 
blood pressure and atheromatous blood vessels) 
and when previously performed operations have 
failed to give good results. 

VirGiL Wescott, M.D. 


Traquair, H. M.: Essent‘al Considerations in 
Regard to the Field of Vision: Contraction or 
Depression? Bril.J.Cph'h., 1924, viii, 49. 

Traquair considers the field of vision, not as a 
map with only outlincs to represent the limits of the 
fields, but as a contour map showing those parts 
which are more sensitive than the others. A cross- 
section of such a contour map shows a high peak 
at the point of fixation with borders sloping irregu- 
larly to the periphery. On the nasal side, after a 
somewhat gentle slope, there is an abrupt drop at 
the 60-degree meridian, whereas at the temporal 
side the drop is not nearly so abrupt and extends 
past the 1oo-degree meridian. In the area occupied 
by the blind spot there is an abrupt drop to zero, 
which appears as a very deep canyon. 

Most of the pathological conditions found in the 
eye result in a depression in a part or in all of the 
field rather than in simple contraction. To measure 
such depressions Traquair uses targets of different 
sizes or different luminosity. With these he is able 
to trace the contour lines or isopters with consider- 
able accuracy. 

He finds that this method is usually of great 
advantage in the diagnosis of early glaucoma before 
very great damage has been done. In all perimetric 
work it is essential to select carefully the size of each 
test object and its distance from the eye with a view 
to the requirements of the particular case. These 
sizes and distances should be recorded. 

Tuomas D. ALLEN, M.D. 


Lister, Sir W.: Holes in the Retina and Their 
Clinical Significance. Brit. J.Ophth., 1924, viii, 1. 


Holes in the retina may be divided into macular 
and peripheral and each class subdivided into trau- 
matic and non-traumatic. Traumatic holes are 
produced by contrecoup tearing at the macula as 
the result of blows on the anterior segment of the 
globe. In some cases there may be the intermedi- 
ate step of cystic degeneration resulting from the 
blow. Non-traumatic holes at the macula are due 
to retinochoroidal degeneration usually with cystic 
degeneration. 

Peripheral holes of traumatic origin may occur 
adjacent to the site of impact or in regions more or 
less distant. The production of holes in the retina 
in cases without a history of trauma has been as- 
cribed to: (1) cystic degeneration of the retina 
followed by spontaneous rupture of a cyst; (2) 
an increase in the tension in the inter-retinal space 
in retinal detachments due to a high albuminous 
content of the fluid here; (3) retinal detachment 


occurring in areas where the retina is adherent to 
the choroid as the result of old inflammatory pro 
esses; and (4) traction on the retina by fibrous 
bands of the vitreous. 

Holes in the retina are of clinical significance jp 
connection with the prognosis and treatment of 
retinal detachment. In no case in which a hole was 
present has detachment been due to a tumor. A 
hole can be diagnosed, even though not demon- 
strable ophthalmoscopically, if a reliable history of 
sudden diminution in vision is obtainable and retinal 
detachment is found to account for it. Such a con- 
clusion follows, since it is a recognized fact that a 
sudden detachment cannot occur without a hole. 
In the treatment of simple detachments by puncture 
of the subretinal space, the outlook is far beiter in 
the absence of a hole. In general, operative treat- 
ment is not indicated when a hole is present. 

Manrorp R. Wattz, M.D. 


Greenwood, A.: Retinal Venous Thrombosis. J. 
Am. M. Ass., 1924, 1xxxii, 92. 


Greenwood reports several cases of thrombosis of 
the central retinal vein. He concludes that the ob- 
struction is due usually to an obliterating endo- 
phlebitis and rarely to thrombophlebitis. He urges 
active treatment of what is usually thought to be a 
hopeless condition. He suggests inhalations of amy 
nitrite, the internal administration of nitrites, 
pilocarpine sweats, and mild purges. For long 
continued treatment small doses of syrup of hydri 
odic acid have been found of value. Myotics should 
be used even if tension is normal in order to prevent 
secondary glaucoma. 

One of the cases reported was that of a patient 
who developed recurring iritis, thrombosis of the 
central vein, phlebitis of both legs, and secondary 
glaucoma. VirciL Wescott, M.D. 


Post, M. H.: Two Striking Cases of Optic Neuritis 
and Retinochoroiditis Secondary to Accessory 
Nasal Sinus Disease. J. Missouri Stale M.A 
1923, XX, 405. 

In the first case reported by the author drainage 
was established into the right ethmoid and sphenoid 
sinuses. In two days the swelling of the disk grad- 
ually became less, vision improved to normal. the 
neuritis disappeared, and the scotoma became 
smaller and finally could not be mapped out. An 
area of atrophy about the disk remained. 

In the second case a paracentral ring-shaped 
scotoma without effect on vision was first noted. 
In five days the attack subsided. Six months later 
a kidney-shaped scotoma including the lower nasal 
portion of fixation appeared. Definite metamor- 
phopsia, a flame-shaped area extending up and in 
from the congested macula. congestion of the nasal 
mucous membrane, apical abscesses, and a draining 
sinus from an upper tooth root were found. There 
was no disease of the sinus. Following the remo 
of the tooth, the congestion of the scotoma 
macula decreased, but the vision dropped. 1 
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weeks |uter another tooth was removed. The sco- 
toma then disappeared and vision became 20/t5. 
One vear later the scotoma appeared again but 
complete recovery followed local nasal treatments. 
Vircit Wescott, M.D. 


EAR 


Patton, W. T.: Deafness and Its Prevention. JN. 
Orleans M. & S. J., 1924, lxxvi, 359. 

The author describes the various types of deaf- 
ness. Special emphasis is laid on the necessity of 
instituting thorough treatment early. The greater 
the duration of the deafness the less the chance of 
improvement under treatment. Neglect and under- 
treatment of diseases of the ear, nose, and throat 
in childhood are responsible for many cases of deaf- 
ness in later life. 

The most common causes of perception deafness 
are syphilis and foc infection. 

Witiiam B. Stark, M.D. 


Dutrow, H. V.: Some Practical Points in the 
Progress of Mastoid Surgery. Laryngoscope, 
1924, XXXIV, 145. 

The author calls attention to the rapid strides made 
in mastoid surgery during the past three decades. 
Mastoidectomy is no longer an operation dreaded by 
the surgeon as its high mortality rate has been 
lowered. 

The diagnosis of acute mastoiditis is usually 
easy because of the advance in laboratory methods 
and the use of the stereoscope in the study of X-ray 
plates. 

The incision is made from 3 to 5 mm. posterior to 
the juncture of the auricle with the scalp, and con- 
forms to its curvature. The periosteum is carefully 
preserved as it aids in the formation of new bone. 
The upper part of the wound is closed with inter- 
rupted silkworm gut sutures and the lower third 
allowed to remain open for the removal of the pack- 
ing. 

In the author’s opinion the recent suggestion 
made by Barany relative to closing the aditus by 
means of fibrous tissue is practical and of merit. 
If this method is adopted it will be the means of 
obtaining dry ears without the usual elaborate 
plastic methods which frequently fail. 

The transfusion of whole blood to increase the 
patient’s resistance will save many lives. 

Early recognition of the degree of middle ear and 
mastoid involvement and rational surgical treat- 
ment will result in a lower mortality rate and the 
preservation of hearing. 

James C. Braswe tt, M.D. 


NOSE 


Hansel, F. K.: Vasomotor Rhinitis. J. Am. M. Ass., 
1924, Ixxxii, 15. 

During recent years clinicians have investigated 

extensively the causative factors of vasomotor 
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rhinitis, more particularly the seasonal vasomotor 
rhinitis or so-called hay fever. There is, however, a 
group of cases in which this type of symptoms con- 
tinues throughout the year, without definite seasonal 
activity. 

The author reviews the clinical course and the 
reactions to treatment in 100 cases of vasomotor 
rhinitis observed at the Mayo Clinic during the 
last two vears. The cases were grouped for study 
according to the methods of previous observers. 
Particular attention was directed to the so-called 
reflex type of case, in which no protein sensitization 
factors were demonstrable. The negative skin 
sensitization tests in these cases do not prove that 
such factors are absent. There were sixty-one cases 
in this group; the remaining thirty-nine, in which 
the skin reactions were positive, were classified with 
the protein-sensitization group. 

Vasomotor rhinitis may be divided into two dis- 
tinct types, the reflex, in which no definite protein 
sensitization factors can be demonstrated, and the 
protein sensitization, in which there is sensitization 
to the proteins of foods, bacteria, animal emanations, 
and pollens. 

In the reflex type are many contributing factors 
other than the local pathologic conditions in the 
nose; these include age, sex, occupation, climate, 
temperament, and environment. General systemic 
functional or pathologic conditions play important 
parts. The cardinal symptoms of the reflex type 
are sneezing, a nasal discharge, and nasal obstruc- 
tion, with little relation to seasons. Closely as- 
sociated symptoms are lachrymation, headache, 
periodic deafness, asthma, and bronchitis. All of the 
symptoms may vary. 

In the protein-sensitization type, anaphylaxis and 
allergy may be considered the important factors, but 
usually there are other causes more or less impor- 
tant. 

The nervous mechanism is the same in all cases, 
and a thorough knowledge of it is essential in the 
explanation of the nasal symptoms. 

The pathological condition is essentially uniform, 
namely, a pale, swollen, boggy, nasal mucous mem- 
brane with polypoid degeneration or polypoid 
hyperplasia. Definite sinus infection is rare. The 
cloudiness of sinuses in the roentgenogram is caused 
usually by the swollen condition of the mucous 
membrane and thickening of the bony lining. Such 
infection should always be ascertained or ruled out 
by the usual diagnostic procedures. 

The treatment consists in the removal of all 
possible causes, and local applications to the spheno- 
palatine ganglion. In the reflex type of case the 
latter is the treatment of choice. Satisfactory and 
gratifying results, from the standpoint of both the 
patient and the physician, have been obtained by 
the use of silver nitrate in concentrations of from 12 
to 50 per cent. The same method of treatment is 
applicable to the protein-sensitization type. Opera- 
tive procedures should be carried out judiciously. 
The relief of anatomical nasal obstruction adds a 
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great deal to the restoration of the respiratory func- 
tion of the nose and to the relief of the symptoms of 
physiological obstruction. A change of climate may 
be very beneficial and should be tried in certain 
selected cases, especially if other forms of treatment 
have not been successful. 


Sluder, G.: The Anatomy of the Sphenoid Fissure. 
Ann. Olol., Rhinol. & Laryngol., 1923, xxxii, 1108. 


The author noted that injection of the nasal (sphe- 
nopalatine) ganglion was followed sometimes by pa- 
ralysis of the third cranial nerve and sometimes by 
paralysis of the sixth cranial nerve. This suggested 
that the position of the nerves in the sphenoid 
fissure is inconstant. 





Fig. 1. Semidiagrammatic representation of the con- 
tents of the sphenoid fissure, showing their relations to one 
another, both in the fissure and in the cavernous sinus. 
Left side. The sixth nerve as it passes through the sphenoid 
fissure here lies mesial to the fourth and the first division 
of the fifth above the ophthalmic vein. Note the position 
of the internal carotid with relation to the other structures. 





Contents of the sphenoid fissure, right side. In 


Fig. 2. 
this case the sixth nerve passing through the cavernous 
sinus mesial to, and lower than, the first division of the 
fifth, ascends still mesial to it and traverses the sphenoid 
fissure above it and in conjunction with the fourth. Note 
the variation in plane and degree of tortuosity of the 
internal carotid as compared with Fig. r. 
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A series of dissections on the cadaver verified 
the supposition. As a rule the abducens was lower. 
most, but occasionally the oculomotor was lowest. 
either in its trunk or in some of its branches 

STEPHEN A. SCHUSTER, M.D 


Carter, W. W.: Abscesses of the Nasal Septum; 
Etiology and Treatment. Med. J.& Ric., 1924, 
cxix, Supp., xi. 

Carter discusses abscesses of the nasal septum 
with special reference to the treatment of the result- 
ing deformities. Practically all such abscesses are 
the result of trauma. In the treatment Carter makes 
an L-shaped incision on the left side, the long arm 
of the L corresponding to the anterior border of the 
septum and the short arm extending backward along 
the floor of the nose. The incision is made freely 
into the abscess cavity. Carter then washes out 
the pus with warm, sterilized salt solution, swabs 
out the cavity first with sterile absorbent cotton 
until it is practically dry, then with carbolic acid, and 
last with 95 per cent grain alcohol, and then intro- 
duces one of his gold wire splints into each nasal 
fossa. 

For the correction of saddle-back deformity due to 
abscess the author transplants autogenous bone and 
cartilage grafts. A strip of conjoined bone and carti- 
lage from a rib is introduced through a slit in the 
roof of the left nasal cavity in such a manner as to 
build up and support the nasal bridge. The upper 
end of the graft, which is placed in contact with the 
frontal bone just above the nasal spine, establishes 
bony union in about two months. The lower end of 
the graft, which is composed of cartilage, extends 
into the tip. The transplantation is done as soon 
as the abscess has healed. Orro M. Rorrt, M.D 


Cohn, R. D.: A Few Notes on Halle’s Clinic; with 
Especial Reference to Endonasal Surgery. 
California State J. M., 1924, xxii, 6. 


In this contribution Cohn discusses the practice at 
Halle’s Clinic in: (1) turbinectomy; (2) submucous 
septum resection; (3) operation for the closure of a 
septum perforation; (4) the endonasal frontal sinus 
operation; (5) operation on the ethmoid; (6) opera- 
tion on the sphenoid; (7) the radical antrum opera- 
tion; (8) blindness following injections into the 
orbit; (9) operation for ozena; and (10) the en- 
donasal lachrymal sac operation. 

Turbinectomy. Halle does not perform turbine: 
tomies. He cuts off hypertrophied tips, but does not 
sacrifice the structure itself, even when operating 
on the sinuses. 

Submucous resection of the septum. Submucous 
resection of the septum is the most frequent of all 
the operations performed at the Halle Clinic. Loca 
anesthesia is used. A modified Killian incision is 
made, the cartilage is removed with the straight 
Ballenger swivel knife, pared down, and re-implanted, 
and the septum flap is sutured with Halle’s croo! 
shaped needle. This operation is rarely perforn 
before the twelfth year of age. 
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Operation for the closure of a septum perforation. 
The procedure is a modification of the Yankauer 
plastic. The perforation is first closed partially by 
turning into it two or three small flaps made along 


its lower edge. A large semicircular flap is then 
outlined above it and, after being displaced down- 
ward so as to cover the perforation and the smaller 
lower flaps completely, is sutured in place. Tam- 
pons in the opposite side serve to press the smaller 


flaps against it. 

Endonasal frontal sinus operation. After the usual 
cocaine-novocaine anesthetization the middle tur- 
binate is subluxated toward the septum. A large 
mucoperiosteal flap corresponding to the entire 
region in front of the middle turbinate is then made 
by means of three incisions: the first from the head 
of the middle turbinate upward to the roof of the 
nose, the second extending along the roof of the nose 
to the piriform aperture, and the third extending 
thence along the free edge of the aperture to the 
head of the inferior turbinate. The flap thus made 
is turned down over the inferior turbinate. The 
agger narium is then chiseled away, the anterior 
ethmoid cells and the opening into the frontal sinus 
being thus exposed. With Halle’s blunt-headed 
pear-shaped electric burrs, this opening is then 
enlarged. The frontal sinus is curetted, the flap re- 
placed, and the nose packed. 

Ethmoid operation. The middle turbinate is sub- 
luxated and pressed tightly against the septum. 
With a long narrow knife two sagittal incisions are 
made, one just under and along the lateral surface 
of the middle turbinate, and the other along the 
medial surface of the lamina papyracea, both meet- 
ing at the head of the middle turbinate. Punch 
forceps and a curette are used within the lines of the 
two incisions. By this method the middle and pos- 
terior ethmoids are. opened. The anterior cells are 
opened by the technique for the frontal sinus opera- 
tion. 

Sphenoid operation. Usually the removal of the 
anterior wall suffices, but when this opening tends 
to close, two flaps are made in the shape of an H, 
the lower flap as large as possible. After the anterior 
and a large part of the inferior wall have been re- 
moved (the latter by means of a pear-shaped burr), 
the two flaps are turned into the cavity and kept 
in place by tampons. 

Radical antrum operation. The Canfield-Sturmann 
method is used in order to avoid the necessity for 
an oral incision. 

Blindness following injections into the orbit. When 
injections for local anesthesia have by mischance 
entered the orbit, producing immediate blindness, 
Halle makes a number of broad and deep incisions 
into the orbit above and below, including broad 
opening of the orbital periosteum. Great haste is 
necessary, as delay of a few hours will result in 
permanent blindness, the condition being due to an 
cute oedema in the region of the optic foramen. 

Ozena operation. An L-shaped incision is made in 
the nasal mucosa beginning in front of the head of 
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the middle turbinate, extending downward to the 
head of the inferior turbinate, and thence continuing 
horizontally across the floor of the nose to the sep- 
tum. Through this horizontal incision the muco- 
periosteum lining the floor of the nose is elevated and 
the lower anterior portion of the nasal wall of the 
antrum is brought into view. The entire lower 
border of this antral wall is then chiseled from the 
nasal floor and the anterior vertical border of the 
antral wall is chiseled through. The entire inner 
(medial) antral wall is carefully pushed over to the 
septum and held tightly against it by gauze packing 
in the antrum, the turbinates and septum having 
been previously freshened in order to prevent the 
formation of adhesions. 

Endonasal lachrymal sac operation. The technique 
used is a modification of the original technique of 
West. The operation is done entirely endonasally. 
It is not described in detail. 

The article is concluded with the following sum- 
mary: 

1. The tendency in nasal surgery is definitely 
away from the radical external methods used in the 
past twenty years. 

2. As far as possible, all nasal operations should 
be done intranasally. 

3. The establishment of normal nasal respiration 


is in mary cases all that is necessary for the cure 
of chronic nasal empyema, especially antral and 
sphenoidal. 


4. Ozena, hitherto incurable, is now a curable 
condition. 

5. The problem of chronic lachrymal disease, long 
the despair of oculists, has been virtually solved. 
The key to the solution is the restoration of drainage 
from the conjunctival sac into the nose. 

Otto M. Rott, M.D. 


MOUTH 


Dujarier, Pinard, and Girand: Cancer of the 
Tongue in a Girl 21 Years Old (Cancer de la 
langue chez une jeune fille de vingt et yn ans). Bull. 
et mém. Soc. de chir. de Par., 1923, xlix, 1537. 


In May, 1922, the patient noted some small 
lesions on the tongue which were leukoplakic in 
character. She had worn a dental plate from 1908 
to 1914. In June, 1922, she treated the lesions by 
mouth washes. In May, 1923, one of the lesions 
became purple. Her dentist made two local applica- 
tions of novarsenobenzol and advised her to use 
mouth washes of potassium chlorate. In September, 
1923, the site of the lesions became indurated and 
bright red. Later, ulceration occurred. 

In spite of a negative Wassermann reaction the 
lesions were considered gummata and treated by 
injections of 914. As these treatments were without 
effect, the patient sought hospital treatment. 

Biopsy led to a diagnosis of epithelioma. On the 
mother’s side of the family there was a history of 
syphilis. SALVATORE DI Parma, M.D. 
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Lahey, F. H.: A Review of Another Year’s Work 
with Thyroid Disease. Boston M. & S. J., 1924, 
€xC, %53. 

On the basis of another year’s work with thyroid 
disease the author concludes that thyroid extract 
is contra-indicated in toxic cases and that prolonged 
iodine feeding may convert non-toxic into toxic 
goiter. Hyperthyroidism is always associated with 
an increase in the metabolic rate, and the cure of 
hyperthyroidism causes the return of the basal 
metabolism rate to normal, provided there are no 
other conditions responsible for its elevation. Basal 
metabolism readings are of value in neuroses simu- 
lating thyroidism because the rate in neurosis is 
normal. 

Basal metabolism readings uncorrelated are not a 
reliable guide to the number or extent of operations 
a patient will be able to stand. Minus degrees in the 
basal metabolism rate may be determined in cases 
free from clinical evidence of myxoedema yet made 
subjectively better by raising the rate to normal 
with thyroid feeding. In severe hyperthyroidism 
multiple stage measures are life-saving procedures. 

Thyrocardiac cases first seen in decompensation 
may be restored to striking cardiac capacity if it is 
possible by thyroidectomy to remove the intoxica- 
tion and to restore the heart rate to within the nor- 
mal limits. The most dreaded, uncertain, and un- 
controllable factor is mediastinitis. 

The moderate value of X-ray treatment is more 
than outweighed by its disadvantages. Thyroid 
surgery done in a general clinic equipped for the 
care and study of these cases will show few failures 
to cure and a mortality rate rarely over, and in most 
cases under, 1 per cent. 

ArTHUR L. SHREFFLER, M.D. 


Goodwin, G. M., and Long, W. B.: Roentgen-Ray 
Therapy in the Treatment of Exophthalmic 
Goiter. Am.J.M.Sc., 1924, clxvii, 38. 

There is considerable difference of opinion as to 
the exact cause of exophthalmic goiter and the proper 
method of treating it. Some claim that surgery is 
the only effectual method of treatment; others, 
impressed by the surgical risk and the frequency 
with which the symptoms recur after operation, go 
to the other extreme of condemning surgery alto- 
gether. In recent years enthusiastic reports have 
been made of the results of roentgen-ray therapy. 
The readiness with which patients submit to this 
treatment and the absence of associated risk recom- 
mend it. 

The authors report nine cases of toxic exophthal- 
mic goiter treated with the roentgen ray. In five, 
the results have been satisfactory. In one case the 
effect of the treatment is doubtful, and in another no 
conclusion can be drawn because the treatment was 
interrupted. In the two remaining cases the tox- 
wzmia seemed to increase in spite of prolonged treat- 
ment. ARTHUR L. SHREFFLER, M.D. 
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Read, J. M.: Roentgen-Ray Therapy in Thyro- 
toxicosis: Its Effect as Measured by the Basal 


Metabolic Rate. California State J. A 


4 1924, 
XXll, 10. 


In the great majority of cases with the signs and 
symptoms of thyrotoxicosis, roentgen-ray irradia- 
tion seems to have a beneficial effect. As the result 
of the differentiation between the Graves’ svndrome 
and toxic adenoma, more satisfactory resu!ts have 
been obtained in the treatment. Most observers 
agree that in cases of toxic adenomata the treatment 
of choice is surgical intervention. The situation 
with respect to Graves’ disease is less satisfactory, 
there being considerable controversy as to the proper 
therapeutic measures. 

The roentgen ray seems to be effective in reducing 
the metabolic rate and overcoming the signs and 
symptoms of thyrotoxicosis. Determination o/ the 
basal metabolic rate affords the best check on the 
results of treatment and should be made a routine 
measure in X-ray treatment. A period of from three 
to six months is necessary to obtain marked improve- 
ment or return to normal. The higher the initial 
metabolic rate the longer must treatment be con- 
tinued. None of the author’s fifty-five patients was 
injured by the irradiation. There were no deaths. 

ARTHUR L. SHREFFLER, M.1). 


Mayo, C. H.: The Function of the Thyroid Gland 
and the Lowered Mortality Following Its 
Surgical Treatment. J. Indiana State M. |1 
1924, XVII, I. 

The author reviews briefly the present position 
of thyroid surgery. He accepts the classification of 
diseases of the thyroid introduced by Plummer, 
and emphasizes particularly the difference between 
cases of exophthalmic goiter and cases of adenoma 
showing hyperthyroidism. He states the difference 
epigrammatically thus: ‘‘Adenomatous goiter with 
hyperthyroidism is pure hyperthyroidism, and 
exophthalmic goiter is hyperthyroidism plus dys- 
thyroidism.”’ 

He regards the giving of Lugol’s solution in cases 
of exophthalmic goiter, first advocated by Plummer, 
as a distinct advance which, if fully appreciated, 
would lower the surgical mortality of this disease. 
The surgical approach recommended is through a 
collar incision, with division of the anterior muscles 
of the neck high up if they do not stretch sufficient|) 
to give good exposure. Emphasis is placed upon the 
importance of applying hemostats and closing them 
in line with the trachea and nerves and of suturing 
the gland in the same direction. If anoxamia occurs 
after operation because of injury of the trachea or 
laryngeal nerves, tracheotomy is advisable. E+ 
amination of the larynx before and after operati: 
is also advocated. M. R. Frynn, M.D 


Dunhill, T. P.: Parathyroid Glands in Relation to 
Surgery. Brit. M.J., 1924, i, 5. 
The larger parathyroid gland on each side is clo 
to the posterior border of the lobe of the thyroi 
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near the point where the inferior thyroid artery 
breaks up into its branches before it enters the gland. 
Generally the blood supply is derived from one of 
the branches or the inferior thyroid artery, but 
occasionally it comes from an anastomosis between 
a branch of the superior and inferior arteries. The 
liberation of this area of the lobe involves possible 
damage to a parathyroid either through its removal 
with the thyroid lobe or the inclusion of its blood 
vessels in a ligature. 

To avoid these two dangers, C. H. Mayo ligates 
the branches of the inferior thyroid artery within the 
capsule of the lobe, plunges mosquito forceps into 
the gland, and divides the thyroid distal to the 
force ps. 

In Grave’s disease the removal of one lobe will 
sometimes effect a cure. The surgeon must de- 
termine in the beginning what part of the gland 
must be left for physiological purposes. More than 
one operation will be necessary before the best re- 
sults are obtained. If gland tissue is left scattered 
on both sides of the neck and across the trachea, it 
is impossible to know exactly how much is left or to 
remove more gland substance with precision later. 

In Dunhill’s opinion, the parathyroids are best 
protected by clean dissection of the posterior borders 
of the thyroid gland with ligation of the branches of 
the inferior thyroid artery as they enter the gland. 
In regard to parathyroid medication, he is very 
skeptical. When tetany is present the injection of 
4 gm. of calcium lactate is effective. 

Dunhill has not attempted parathyroid transplan- 
tation, but Coupland of Leeds has shown that this 
can be done in the dog and that the graft will remain 
alive for many months. 

ARTHUR L. SHREFFLER, M.D. 


Negus, V. E.: A Hitherto Undescribed Function 
of the Vocal Cords. J. Laryngol. & Otol., 1924, 
CRE, 2. 


Cords similar to those of man are found in numer- 
ous animals which are silent. Besides silent and 
noisy animals, there are many which can produce a 
variety of sound when they so desire. 

In addition to sound production, the larynx has a 
function in connection with respiration and degluti- 
tion. It appears that the epiglottis, aryteno-epi- 
glottic folds, and cartilages of Wrisberg and Santorini 
are parts designed for subserving the latter functions 
and have nothing to do with voice production. 

lor efficient fixation of the thoracic wall, muscular 
action exerted in particular by the abdominal mus- 
cles does not of itself give an efficient and stationary 
position. To obtain perfect thoracic fixation it is 
necessary that air be imprisoned in the thoracic 
cavity while the effort lasts, this necessitating 
temporary cessation of respiration. 

The changes in the growth of the human larynx 
are an actual and a relative increase in the length of 
the vocal cords. In the fetus and infant the cords 
are very short. They do not elongate until an age is 
reached when more powerful forearm efforts are 
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needed. It is the male who, at puberty, develops co- 
incidentally stronger forearms and longer vocal cords. 

The probable function of the larynx to which the 
author calls attention is based on three assumptions: 

1. During efforts in which the forearms of an 
animal are moved by the Jower fibers of the pector- 
alis major, it is necessary that the thoracic walls be 
fixed. 

2. Therefore air must be imprisoned in the thorax. 

3. Sphincteric muscular action being insufficient 
to control the air inlet under diminished or increased 
pressure, valvular laryngeal action is brought into 
play, and, as in practically all animals the only type 
of valve is one that can prevent entrance of air into 
the lungs, the air imprisoned in the thorax must be 
in a state of reduced pressure. 

James C. Braswett, M.D. 


Thomson, Sir St. C.: Paralysis of Both Vocal Cords 
Secondary to Malignant Tumors of the Mam- 
mez. J. Laryngol. & Olol., 1924, Xxxix, 22. 


The author reports an unusual and interesting 
case of paralysis of the vocal cords caused by 
growths in the mediastinum which were secondary 
to malignant disease of the breasts. Eighteen years 
after the removal of the left breast and sixteen 
years after the removal of the right, the patient’s 
voice suddenly changed. The first examination 
of the larynx revealed complete fixation of the left 
vocal cord but nothing in the neck or upper air 
passages to explain it. Fourteen months later the 
right cord became paralyzed. X-ray examination 
after involvement of the left cord showed that the 
paralysis was due to pressure on the recurrent laryn- 
geal nerve from a neoplasm in the glands of the 
thorax. The patient died seventeen months after 
the first laryngeal symptoms were noted. There 
was no postmortem examination. 

James C. Braswe.t, M.D. 


Strandberg, O.: The Treatment of Rhinolaryngo- 
logical Tuberculosis by Finsen Light Baths, 
and the Results. Proc. Roy. Soc. Med., Lond., 
1924, Xvii, 25. 


Strandberg claims that the Finsen light will cure 
rhinolaryngological lupus vulgaris, tuberculosis of 
the larynx, and tuberculosis of the nasal mucous 
membrane. 

Between 1913 and 1921, 379 patients were treated 
for lupus vulgaris. Of the 349 who remained under 
observation, 304 were cured. Of 100 with definite 
larvngeal tuberculosis, fifty-three were cured. Of 
ninety-seven who were hoarse, seventy-eight re- 
gained a full and clear voice. Of thirty-seven who 
complained of pain on swallowing, thirty-two were 
entirely relieved. The average number of treat- 
ments was eighty-six. 

For the first few days, patients with tuberculosis 
of the larynx or those who are seriously ill or feverish 
lie in the Finsen light bath for from ten to fifteen 
minutes. The time is then slowly increased up to the 
full dose, two and one-half hours every alternate day. 
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After the first baths an erythema appears on the 
body and soon the patient appears as if sunburnt. 

The Finsen bath is given with an electric carbon 
arc light. Otro M. Rott, M.D. 


Fraser, J. S., and Watson, D.: Notes on Fourteen 
Cases of Intrinsic Cancer of the Larynx. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Laryngol., 1. 

The cases cited were seen between 1916 and 109022. 
Twelve of the patients were males. The ages 
ranged from 36 to 76 years. The oldest patient was 
well more than four years after the treatment. The 
youngest died of recurrence. 

The main symptom was hoarseness. This had 
been present for from one month to two years. Two 
patients had a papillomatous variety of growth. One 
showed hyperkeratosis of the affected cord. Eight 
had a grayish-pink, sessile, warty growth. In three, 
this reached the anterior commissure, and in one 
involved the extreme anterior end of the opposite 
cord. In two cases the growth had invaded deeply 
with marked ulceration; thyrotomy was performed 


first, and after recurrence of the tumor, laryngec. 
tomy was done. Both patients died shortly after 
the laryngectomy. The authors state that laryngec. 
tomy should have been done in the first place. Ip 
one case the growth was in the form of a ring around 
the glottis. Laryngectomy was done. The patient 
lived seven years, and finally died of carcinoma of 
the cervix of the uterus. 

Primary thyrotomy was done in thirteen cases and 
laryngectomy in one. Of the fourteen patients, 
seven recovered and seven died. Of those who 
recovered, one lived seven years after the operation: 
one, six years; two, four years; two, two years; and 
one, one year. Of those who died, one died of apo- 
plexy, three of pulmonary complaints following 
operation, and three of recurrence. 

The authors conclude that in a well-defined group 
of cases thyrotomy is a suitable operation for the 
cure of intrinsic cancer of the larynx. It is advisable 
to remove the larynx in all cases in which the affected 
cord is not freely movable. 

Witit1aM B. Stark, M.D 
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nd Corbett, J. F.: The Treatment of Brain Injuries. 

ts, J.-Lancet, 1924, xliv, 63. 

ho The author discusses in detail the mechanism of 

a cedema of the brain associated with fracture of the 

nd skull. He concludes that in addition to an increase 

ci in the amount of intracranial fluid there must be an 

nB intracellular change of a colloid or colloid-chemical 
nature. In treating this condition he has had little 

1p success with intravenous injections of hypertonic 

he salt solution given to reverse the flow of the cere- 

le brospinal fluid. Much greater benefit resulted from 

td repeated spinal punctures with control of the fluid 


pressure by a mercury manometer. 

Extradural haemorrhage shows clinically the 
usual latent period followed by an increase in the 
reflexes, muscular twitching, unconsciousness, par- 
alysis, and loss of the reflexes. The increase in pres- 
sure is associated with rapidly developing papill- 
cedema, dilatation of the pupil on the side of the 
hemorrhage, slowing of the pulse, stertorous res- 
piration, and an increase in the pulse pressure. Op- 
eration is indicated as soon as the diagnosis is made. 

PauL R. BILLInGsLey, M.D. 


Frazier, C. H.: Surgery of the Pituitary Body, with 
Illustrative Cases. Arch. Surg., 1924, viii, 39. 

The author discusses eighteen consecutive cases of 
pituitary tumors from his records of the past three 
years. All of them represent what were regarded as 
primary intrasellar lesions for the relief of which a 
transphenoidal hypophysectomy was _ performed. 
In this group there were no operative fatalities. 
Three patients have died in the interval. In 75 per 
cent of the remaining cases the results have been 
satisfactory. 

The associated signs of increased intracranial 
pressure, such as general headache and vomiting, 
are usually not present in cases of pituitary lesions, 
and when they are in evidence one may suspect that 
the lesion, extending beyond the confines of the 
sella turcica, has precipitated an obstructive hydro- 
cephalus by pressure on the third ventricle. At- 
tempts to relieve headache by the conventional sub- 
temporal decompression were so disappointing that 
efforts in this direction were abandoned long ago. 

Conclusive evidence in the diagnosis of pituitary 
lesions is usually revealed in the roentgenogram. 
According to Pancoast, the dimensions of a normal 
sella should not exceed 10 by 12 mm. When they 
exceed these dimensions, the sella may be said to be 
abnormal. The character of the sellar deformity is 
of importance to the surgeon chiefly because it 
indicates whether the condition is a primary in- 
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trasellar or primary extrasellar lesion. On this dis- 
tinction will depend the choice of operation. It has 
been the author’s rule to operate by the trans- 
phenoidal route always when the X-ray reveals the 
characteristic excavation of the sella. The degree to 
which the sphenoidal sinus is encroached on by the 
sellar excavation is of importance in indicating the 
size of the lesion and in forecasting the improvement 
which may follow a sellar decompression. 

The ophthalmoscopic examination records optic 
atrophy more or less advanced in both disks in ten 
of sixteen cases. The perimetric tests usually show 
bitemporal hemianopsia. 

In the treatment of pituitary lesions there are 
three possible controlling agencies, viz., glandular 
feeding, radiation, and operation. The routine use 
of glandular extracts in the author’s cases caused no 
appreciable effect on the lesion. Some cases of 
pituitary lesions will respond favorably to irradia- 
tion. For the operative treatment of primary in 
trasellar lesions the author strongly advocates the 
transphenoidal route. The purpose of operation 
upon the pituitary is to relieve the effects of pres 
sure. Occasionally surgical treatment may be 
followed also by improvement in one of the other 
manifestations of pituitary dysfunction. In 35 per 
cent of the author’s cases there was striking im 
provement in vision, and in 35 per cent, moderate but 
sustained improvement. In 27 per cent, the con- 
dition remained unchanged or was aggravated. 
These figures correspond closely to those of Cushing. 

LoyaL E. Davis, M.D. 


Adson, A. W., Ott, W. O., and Crawford, A. S.: A 
Study of Ventriculography. Radiology, 1924, ii, 
65. 

A careful analytical study was made of a series 
of cases in which ventriculography was employed 
between July, 1920, and December, 1923, in an 
attempt to determine whether or not it had been 
employed as often as it should have been and 
whether or not its use was justified by the results 
obtained. The results are reported. 

Of 532 cases which were diagnosed definitely or 
tentatively as brain tumors in the Mayo Clinic 206 
were operated upon. Of the remaining 326, opera- 
tion was refused in about 50 per cent, and about 50 
per cent were held under observation because 
surgery was not indicated at that time. Ventri- 
culography was used only when there were definite 
signs of brain tumor and the growth could not be 
localized by the other diagnostic measures. In these 
cases ventriculography was found of distinct value 
as it made possible the earlier detection of operable 
cases and eliminated those which were inoperable, 
In a review of the surgical cases it was found that 
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the roentgenograms of the head without ventri- 
culography gave evidence of localization in about 
8 per cent of the cases of brain tumor. 

The technique of the procedure is briefly as 
follows: 

The patient lies on his back with his head well 
elevated. Under local anesthesia a trephine opening 
is made from 3 to 4 cm. to the right of the median 
line and 3 cm. above the lateral sinus. A trocar and 
cannula are then inserted into the brain through 
planes cutting the center of the orbit and the tip of 
the ear; usually they enter the vestibule of the pos- 
terior horn of the lateral ventricle. By means of the 
trocar which is connected by a rubber catheter to a 
freely-moving graduated glass syringe, fluid is 
removed by the fractional method; that is, 10 c.cm. 
are removed at a time and replaced by an equal 
amount of air until the right ventricle is empty. 
The head of the table is then lowered to remove the 
fluid from the anterior horn. If considerable fluid 
continues to collect, the inference is drawn that it is 
coming from the opposite side. If no fluid appears 
after the head is turned to the right, a second tre- 
phine opening is made over the posterior horn of the 
left lateral ventricle and the same procedure is 
followed. The wounds are closed with silkworm gut 
and covered with collodion dressings. 

Roentgenograms are then taken in the four di- 
rections while the patient is still on the operating 
table. The first one is usually made with the left 
side of the head down on the plate, the second with 
the right side down, the third with the occiput 
down, and the fourth with the forehead down. A 
special head rest is used which clamps the head in 
the proper position. Care is taken to rotate the head 
slowly between exposures in order to insure the 
proper localization of the air in the ventricles. 
Occasionally, a fifth plate is made with the head very 
much lowered and the plate placed at the side, the 
object being to force the air into the aqueduct of the 
fourth ventricle. The air is not removed from the 
ventricles unless there are definite signs of increased 
intracranial pressure. 

Interpretation of the ventriculograms requires 
considerable study. Often the combined evidence 
of all of the plates is necessary for the diagnosis. 
The seventy-two cases are divided into two groups: 
(1) those with the symptoms of increased intra- 
cranial pressure without localization, and (2) those 
with symptoms of slightly increased intracranial 
pressure. In Group t (forty-seven cases), 60 per cent 
of the ventriculograms were positive; in Group 2 
(twenty-five cases), 64 per cent were positive. In 
twenty-four of the thirty cases in which exploration 
was done, positive signs of a ventricular lesion were 
verified; they were not verified in four, and were 
misleading in two. In the remaining cases explora- 
tion was not attempted because the ventricular 
findings or clinical symptoms indicated inoperable 
lesions or did not indicate surgery. 

Of the thirty-three cases in which exploration was 
performed, removal of the lesion was effected in four, 


partial removal in five, and a cure in seven. In five 
there were gliomata, either degenerating or extend. 
ing to the surface; these were treated by decompres- 
sion and X-ray therapy. There were six deaths 
within thirty hours after ventriculography, and two 
deaths much later, due probably to the tumor rather 
than the surgical procedure. These cases are re- 
ported briefly. 

The results in this series of cases demonstrate that 
ventriculography aids in the localization of tumors 
of the cerebrum only when the lumen of the ventri- 
cles is sufficiently encroached upon, and does nothing 
more than indicate obstruction below the aqueduct 
or tentorium cerebelli. In some cases there are 
technical reasons why sufficient air cannot be in- 
jected to give a clear X-ray picture. In cases of 
marked internal hydrocephalus the removal of too 
much fluid is associated with the danger of injuring 
the choroid plexus and causing hemorrhage into the 
ventricles and it is not safe to use ventriculography 
in localizing brain abscess. 

It is probable that ventriculography should be 
employed more frequently than heretofore. It is 
hazardous mainly in cases of deep lesions which are 
very serious risks. Because of its attendant dangers. 
it should be employed only as an adjunct to, and 
after, other methods of diagnosis have been ex- 
hausted. In arriving at a diagnosis the surgeon 
should consider the clinical history, the neurological 
findings, and the surgical findings while making the 
ventriculograms and should analyze the ventric 
ulograms with great care. 


Hildebrand, O.: A New Operative Method for the 
Treatment of Chronic Internal Hydrocephalus 
in Children (Eine neue Operationsmethode zur 
Behandlung des Hydrocephalus int. chron. der 
Kinder). Arch. f. klin. Chir., 1923, Cxxvii, 178. 

The answer to the question as to whether hydro- 
cephalus is the result of hypersecretion with un 
changed outflow or of a normal secretion with ob- 
struction of the outflow is still not entirely clear. Up 
to the present time, hypersecretion of the choroid 
plexus in chronic idiopathic hydrocephalus has not 
been established. On the other hand, research has 
shown that in many cases of hydrocephalus there is 
a stenosis or stricture at many points along the 
course of the outlet canals from the lateral ventricles 
to the subarachnoid space. A third possible caus 
of hydrocephalus may be congestion in the venous 
circulation. 

Regardless of the cause of the condition, the 
surgeon has a choice of two procedures: (1) reduc 
tion of the secretion of spinal fluid, (2) removal or 
circumvention of the obstruction to the outtlo 
Reduction of the choroid plexus was first attempt: 
by the author, later by Wilms, and recently | 
Laewen and Dandy. In every instance the attempt 
was unsuccessful. Repeated puncture of the vi 
tricle seldom attained the desired end. Circun 
vention of the obstruction was attempted by means 
of Mikulicz drainage of the subcutaneous tissue wit! 
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healed-in metal tubes, and by restoring the com- 
municaiion between the ventricles and the! sub- 
arachnoid space by puncture of the corpus callosum 
according to the von Gramann method. In the cases 
of very weak children Heile’s method of conducting 
the fluid of the brain into the abdominal cavity is 
too severe. 

As no method gave satisfactory results, Hilde- 
brand worked out a plan, in connection with his 


operative method for the correction of Turmschaedel 
in atrophy of the optic nerve. In this procedure the 
ventricle is opened from the orbit, and after the re- 
moval of a portion of the roof of the orbit and the 
dura, « permanent communication is established 
between the ventricle and the subarchnoid space 
and the fatty tissue of the orbit. An incision is 
made along the |supra-orbital ridge, the soft parts 
being divided down to the bone. Subperiosteal 
detachment of the soft parts from the bone of the 
orbital roof is then done from 1 to 2 cm. from the 
supra-orbital ridge and a window 1% or 2 sq. cm. 
is cut out from the orbital roof, 1 or 2 cm. distant 
from the orbital margin. The exposed dura is slit, 
a piece is cut away from the border of the bony 
defect, and the lateral ventricle is punctured from 
below with the Gramann puncture tube. The hole 
in the brain is then enlarged by to-and-fro movement 
of the tube. After emptying of the lateral ventricles, 
the skin wound is closed. The child is then placed 
in an inclined bed so that the opening in the brain 
will be the lowest point. Later, the same operation 
is carried out on the other side. 

The effect on a child subjected to the operation on 
one side was extraordinary. Formerly there had 
been a continuous increase in the circumference of 
the skull, vomiting, and somnolence in spite of re- 
peated puncture of the ventricle. After the opera- 
tion the circumference of the skull progressively 
decreased with retraction of the fontanelles and im- 
provement of the mentality. The operation was 
performed on the other side two months later and 
was again followed by a marked reduction in the 
circumference of the skull, retraction of the fon- 
tanelles, and improvement in the mental condition. 
After several weeks there was another relapse, and 
operation was repeated on the first side. The dura, 
which had not been removed, was found adherent 
to the orbital connective tissue and was therefore 
excised. Renewed puncture of the lateral ventricles 
was done and the skin wound closed. To date, there 
has been no further relapse. RAESCHKE (Z). 


Bagley, C., Jr.: Brain Abscess, with Pathological 

Observations. Surg., Gynec. & Obst., 1924, xxxviii. 

The avenues of infection in brain abscess are 
arranged in four groups: 

Group 1. An extradural extension of the primary 
focus. The dura is the most important barrier in the 
extension of an infection of the tympanic cavity and 
accessory nasal sinuses. The first stage is osteomye- 
litis of the wall of the cavity; after this, the dura 
proliferates. Such extradural extension of the pri- 
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mary focus may be accompanied by protrusion of 
the distended dura into the cranial cavity, direct 
extension from the extradural abscess, or invasion 
from the extradural abscess along the blood vessels. 

Group 2. Secondary infection of the brain along 
the blood vessels without an extradural link. The 
superior petrosal sinus which receives veins from the 
tympanic cavity and cortex of the temporal lobe is 
an indirect link. The lateral sinus may be a link 
between the mastoid cavity and the cerebellum. 
The pathogenesis is obscure, but probably a phle- 
bitis with retardation of the blood current forces in- 
fected material back. 

Group 3. A penetrating brain injury with infec- 
tion by a foreign body, which is deep and with or 
without a stalk. In some cases the foreign body may 
be encapsulated with complete healing; in others, a 
discharging sinus extends from the foreign body in 
the brain substance to the skull surface; in others the 
tract remains open, but the formation of an excess 
amount of pus results in a brain abscess; and in still 
others, the tract heals but an abscess forms at the 
site of the foreign body. 

Group 4. Abscess superficial and open, secondary 
to direct laceration and infection of brain tissue. 
Such abscesses may develop in neglected cases of 
compound skull fracture with a surface opening 
large enough to permit free drainage. A localized 
encephalitis may follow as the result of the prolifera- 
tion of the neighboring mesoblastic tissue, and the 
organized dura may shut off the foreign material 
from the brain, the resulting abscess being essen- 
tially extradural. 

The most important factor determining the out- 
come of a brain abscess is the abscess wall. This de- 
pends upon the type of the infecting organism and 
the resistance of the infected tissue. The prolifera- 
tion of the tissue is either fibrous mesoblastic or glial 
epiblastic. The former is the more effective, but 
does not occur in the deep substance of the brain. 

There are four types of abscess wall: the dense 
fibrous mesoblastic tissue wall; the fairly firm wall 
containing some fibrous proliferation from neighbor- 
ing mesoblastic tissue; a wall of varying thickness, 
the result of glial proliferation; and a wall showing 
no evidence of a protective reaction. 

Pau R. BriLiincstey, M.D. 


Grant, F. C.: Localization of Brain Tumors by 
Determination of the Electrical Resistance of 
the Growth. J. Am. M. Ass., 1923, 1xxxi, 2169. 

The electrical resistance of brain tumors is de- 

termined by means of an apparatus consisting of a 

Wheatstone bridge, a Kohlrausch slide, four dry 

cells in series, an audio-oscillator of 1,000 frequency, 

a low-resistance telephone receiver, and a rubber and 

platinum needle with two conduction points, one 

at the tip and the other a platinum band 1 cm. back 
of the tip. 

In tests of the normal brain in a series of ten dogs 
it was found that the motor cortex, frontal lobe, and 
occipital lobe showed no appreciable difference in 
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resistance. As observed by Meyer and Schlueter, 
the cerebellum was more resistant than the cere- 
brum and the spinal cord more than either. The 
author did not have the opportunity to compare the 
cerebrum with the cerebellum in clinical cases. 
Gliomata and sarcomata showed from one-third 
to one-half the normal tissue resistance, and endo- 
theliomata a definitely higher or lower resistance. 
The procedure was found of special value in cases 
in which exploration was warranted by fairly 
definite neurological signs, but apparently normal 
cortex presented. By the use of the apparatus 
described it is possible to locate a subcortical tumor 
without the risk attendant upon ventrilography. In 
the author’s opinion, the electrical resistance of 
tissues may be estimated by the simple apparatus 
described with sufficient accuracy for clinical work. 
Knut H. Houck, M.D. 


McKenzie, K. G., and Sosman, M. C.: The Roent- 
genological Diagnosis of Craniopharyngeal 
Pouch Tumors. Am. J. Roentgenol., 1924, xi, 171. 

Craniopharyngeal pouch tumors are frequently 
revealed by the appearance of calcareous shadows. 

In a roentgenological study of thirty-five verified 

cases of such tumors, the characteristic calcification 

was noted in 71 per cent. This was delicate and 
spongy in appearance and irregular in formation. 

Unlike that in intracranial aneurisms and dermoids, 

it did not, in any case, outline a section of the cyst 

wall, being nodular in character and occurring chiefly 
in the solid part of the tumor. As shown on the 

films, it may vary in size from a few faint specks to a 

mass 8 cm. in diameter. In the majority of cases 

the shadows are seen in the midline, either directly 
above the sella or over the anterior clinoids. In 
only two cases were they located within the fossa. 

The outline of the sella was abnormal in twenty- 
seven cases (76 per cent). Usually the abnormality 
consisted in enlargement of the fossa with irregu- 
larity and ‘‘depression”’ of the floor. In twenty-six 
cases there was destruction. In many, this was 
limited to the posterior clinoids, but varied in 
degree. Generalized pressure evidenced by con- 
volutional atrophy was present in seventeen cases, 
and extremely marked in four. Five of the cases 
studied were frankly negative and five were doubtful. 

ApoLeH HartunG, M.D. 


Gordon, A.: The Diagnosis of Occlusion of the 
Posterior Inferior Cerebellar Artery. Med. J. 
& Rec., 1924, cxix, 146. 

The author reports a case of occlusion of the 
posterior cerebellar artery and analyzes the symp- 
toms on the basis of the relations of the artery to 
the adjoining nervous structures. 

The posterior cerebellar artery as a rule supplies 
the inferior surface of the cerebellum, the superior 
surface (in part, by its anastomoses), and the lat- 
eral aspect of the medulla. 

In the case reported the onset of the condition was 
sudden. Motor disturbances in the arm and shoulder 


in the form of ataxia and asynergia occurred on the 
side of the lesion but were transient. Sensory dis. 
turbances of the syringomyelic type were present 
over the lower two divisions of the trigeminus. 
the neck, the upper thorax, and the arm on the 
opposite side. Symptoms referable to the glos- 
sopharyngeal and vagus nerves, such as difficulty 
in swallowing, impairment of sensation, and paraly- 
sis of the soft palate and of the pharynx, were also 
noted. On the side of the lesion there was {facial 
weakness. 

The lesion embraces the nucleus ala cinere:, the 
nucleus of the solitary bundle, the nucleus ambiguus, 
the nucleus of the descending root of the trigeminus, 
and Gower’s tract. 

In the author’s case prolonged ataxia, difliculty 
in speech, and marked sympathetic involvement 
were lacking. According to Waller, improvement in 
the difficulty in swallowing would exclude the 
diagnosis of occlusion of the vertebral artery. 

WitiiAmM P. VAN WAGENEN, M.D. 


Aimes, A., and Guibal, A.: Observations and 
Autopsy Findings in a Case of Occipital Menin- 
gocele (Observation et piéce d’autopsie d’une 
méningocéle occipitale). Rev. d’orthop., 1924, xxxi, 
57: 

The authors report a case of head-sized occipital 
meningocele in an otherwise apparently normal, 
intelligent-looking child without cerebral symptoms. 
The infant’s delivery (cephalic presentation was 
long and painful. The tumor appeared suddenly 
after the delivery of the head, and the difficulty of 
its disengagement led to laceration of its surface. 
The tumor was attached to the occipital region by a 
short pedicle 5 cm. in diameter and was covered with 
skin with scattered hairs over the surface and thickly 
set hairs around the base. It was not translucent, 
but palpation suggested fluid contents under mod- 
erate tension. Reduction was impossible. 

Because of the size of the tumor and the fragility 
of the large irregular scar on the posterosuperior 
surface secondary to delivery, operation was advised. 
The longitudinal incision included excision of the scar. 
During subcutaneous enucleation from the cutaneous 
capsule, the sac ruptured and from 800 to goo gm. 
of clear water escaped. The cavity had a smooth, 
continuous, gray lining and communicated anteri 
orly through the occipital bone with the interior of 
the skull. About the outlet were floating finger-like 
folds. A radical cure of the meningocele was effected 
after closure of the pedicle by a pursestring suture 
at the occipital orifice. The linear skin incision was 
sutured. 

The infant’s condition was favorable until the 
fourth day after operation. Fever and prostration 
with vomiting then developed, and death occurr 
on the sixth day. 

Autopsy revealed in the occipital bone at the level 
of the internal! occipital protuberance a vertical! 
elongated opening measuring 11 by 9mm. The bo! 
edges were blunt, regular, and symmetrical. 
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other malformation was found. Histological exami- 
nation showed the wall of the tumor to consist of 
skin, dermis, and meninges; no recognizable nervous 
elements were seen. The finger-like folds near the 
outlet were meningeal tissue. 

The authors regard the tumor as a pure meningo- 
cele of a very rare type. WALTER C. Burkert, M.D. 


SPINAL CORD AND ITS COVERINGS 


Hurst, A. F.: Addison’s (Pernicious) Anemia and 
Subacute Combined Degeneration of the Spi- 
nal Cord. Brit. M. J., 1924, i, 93. 


The term ‘‘Addison’s anemia” is used by Hurst 
because the first characteristic description of perni- 
cious anemia was written by Thomas Addison in 
1849. The adjective “pernicious” is avoided be- 
cause it is misleading and has a depressing signifi- 
cance to the patient. 

An invariably associated finding in the condition 
under discussion is gastric achylia. The color index 
is frequently high, but the blood picture may be 
easily confused with that of secondary anemia. 
Hyperbilirubinemia determined by van der Bergh’s 
reaction is nearly always present, and a curve of the 
diameters of the red blood corpuscles plotted by 
Price-Jones’ method is characteristic, showing a 
wide variation and a mean diameter greater than 
the normal, which are present throughout remissions 
and exacerbations of the condition. 

Subacute combined sclerosis of the spinal cord in 
varying degree is found on neurological examination 
and at autopsy in from 75 to 80 per cent of the cases. 
Fairly frequently, cases of combined sclerosis 
develop without findings of anemia, but this feature 
almost invariably becomes apparent later, some- 
times within two weeks of death. Achylia, however, 
is a constantly associated finding in combined 
sclerosis. The incidence of achylia in normal persons 
was found to be 4 per cent; in a series of persons with 
various medical diseases, 15 per cent; in persons with 
tabes dorsalis, 11 per cent; and in persons with car- 
cinoma of the stomach, 46 per cent. 

The atrophic glossitis, which is so frequently an 
important factor in the diagnosis, and the finding of 
focal infection lead to the supposition that the cause 
is an infection. This was borne out by the author’s 
experiments in culturing the duodenal contents and 
running a control series in other achylic conditions 
and normal and infectious cases in which free acid is 
retained. The hemolytic streptococcus longus was 
recovered from only 10.9 per cent of the fifty-six 
control cases, but was found in all ten cases of 
\ddison’s anemia and in five cases of subacute 
combined sclerosis. This important demonstration 
leads to the logical conclusion—supported also by 
the report of several cases of the familial occurrence 
of these two maladies—that the intestinal infection 
occurs in congenitally achylic persons because of the 
absence of the germicidal agent in the stomach. It 
suggests also that two toxins are liberated in varying 
proportions, the property of the one being hemolytic 
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and that of the other neurotoxic. Remissions are 
explained on the basis of partial or complete cessa- 
tion of the toxemia rather than on the basis of 
megaloblastic regenerative activity of the bone mar- 
row, since during remissions the marrow reverts to 
a normal appearance, as Zadek has shown by biopsy 
on the tibia in various phases of the disease. 

With regard to the treatment of Addison’s an- 
zmia and subacute combined sclerosis, mention is 
made of arsenic, charcoal, pepsin, lactic acid milk, 
direct blood transfusion and splenectomy, but special 
stress is laid on the use of at least 6 gm. daily of 
properly diluted hydrochlorid acid and an autog- 
enous vaccine prepared from the streptococcus 
isolated from the duodenal contents or from the 
teeth or tonsils. The author has seen considerable 
improvement result from this treatment, even partial 
return of supposedly lost nervous function. 

Knut H. Houck, M.D. 


Mixter, W. J.: The Importance of a Complete Ex- 
amination of the Cerebrospinal Fluid in Sur- 
gery of the Spinal Cord. J. Am. M. Ass., 1923, 
Ixxxi, 2166. 

Besides the routine neurological examination in 
suspected cases of cord tumor and other conditions 
causing chronic spinal cord compression, emphasis is 
placed on three pre-operative procedures: 

1. The determination of localized signs in the 
spine, such as pain on pressure, slight kyphosis, 
scoliosis, local rigidity, and pain on coughing and 
sneezing. 

2. Stereoscopic examination of the spine after a 
tentative diagnosis of the level of the lesion has 
been made. 

3. Complete examination of the spinal fluid. 

If lumbar puncture does not reveal evidence of 
spinal block, or if, on the other hand, definite find- 
ings of complete block are obtained, cistern punc- 
ture is not indicated. This should be resorted to only 
in questionable cases of incomplete block; in these, 
comparative manometric and quantitative protein 
determinations will determine the diagnosis. In 
cases of suspected cord tumor, high or low, lumbar 
puncture will reveal the condition. Lesions most 
closely simulating cord tumor are multiple sclerosis, 
localized degenerative myelitis, and combined scle- 
rosis of pernicious anemia. 

Double puncture was done in forty-two of eighty- 
one cases of suspected cord tumor. At operation, a 
lesion was found in thirty-one in which a positive 
diagnosis had been made and in one in which the 
diagnosis was negative. Of ten cases in which no 
lesion was found, eight had a negative diagnosis and 
one a positive diagnosis. Knut H. Houck, M.D. 


Lundberg, L.: Experiments with Ventral Plaster 
Molds in Cases of Laminectomy (Versuche mit 
volaren Gipsbetten bei Laminektomie). Acta 
chirurg. Scand., 1923, lvi, 386. 


The author advocates the use of a ventral plaster 
mold after laminectomy to prevent injury or irrita- 
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tion in transportation. The mold extends from the 
mid-thigh region to above the head and has a window 
for the face and umbilical region. 

WILLIAM P. VAN WAGENEN, M.D. 


PERIPHERAL NERVES 


Miller, E. M.: Late Ulnar Nerve Palsy. Surg., 
Gynec. & Obst., 1924, xxxviii, 37. 

Late ulnar nerve palsy practically always follows 
an elbow fracture in early childhood. The fracture 
begins laterally below the epicondyle and passes 
obliquely downward and inward into the joint, 
causing complete separation of the capitellum. The 
latter is displaced laterally and forward, and is 
twisted outward. Non-union results, and as the 
growth of the humerus on the lateral side is thus 
interfered with, a cubitus valgus develops. This 
increasing deformity causes the olecranon to im- 
pinge against the medial condyle, the ulnar groove 
becoming shallow and the nerve displaced from its 
bed where it becomes subjected to stretching and 
slight trauma. In the majority of cases the con- 
dition is noticed between the twentieth and thirtieth 
year after the fracture. 

One of four methods of treatment may be followed: 

1. Correction of the deformity by a cuneiform 
osteotomy of the humerus. 

2. Simple liberation of the nerve from its bed. 

3. Liberation of the nerve and its replacement in 
a new groove made by the removal of a wedge- 
shaped piece of bone and lined with an aponeurotico- 
fascial flap. 

4. Nerve transplantation to the flexor side of the 
elbow. 

The first and last methods are the procedures of 
choice. The author reports ten cases. He con- 
cludes that such fractures should be operated upon 
in childhood, if it is impossible to effect reduction by 
manipulation. Paut R. Bitiincstey, M.D. 


Chiasserini, A.: Experimental and Clinical Con- 
tributions on Nerve Transplantation (Ricerche 
sperimentali e contributo clinico siu_ trapianti 
liberi di nervi). Policlin., Rome, 1923, xxx, sez. 
chir., 489. 

The author gives his views on nerve transplanta- 
tion and reports the case of a soldier who received a 
severe injury in the antecubital fossa with severance 
of the median nerve. At operation one year later 
the scar was exposed and excised and the defect 
bridged with an 8-cm. section of nerve which had 
been preserved in alcohol. The graft was sutured 
with Carrel silk and wrapped with tissue to prevent 
scar formation. The wound healed by primary 
union and the patient left the hospital at the end of 
one month. Three years later there was only slight 
movement in the hand but improvement in sensation 
was marked. There were no trophic disturbances. 

Chiasserini is of the opinion that it is not neces- 
sary to employ foreign substances such as fat, strips 
of fascia, or preserved artery wall in nerve trans- 
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plantation and anastomosis. If the muscular bed jn 
which the. nerve juncture lies is free from blood. 
enveloping substances are unnecessary. 

From a series of thirty-one experiments in nerve 
transplantation on dogs the author draws the follow- 
ing conclusions: 

1. Transplants of sections of a nerve trunk pre- 
served in alcohol “‘take” without causing reaction, 

2. The transplanted section becomes innervated 
by the nerve fibers of the proximal end, but the 
maximum down-growth of fibers requires at least 
several months. 

3. After union has occurred there is definite im- 
provement in the motor function and the trans- 
planted portion responds to electrical stimulation. 

4. The transplants may be kept in 60 to 7o per 
cent alcohol but not for too long a time (no definite 
time is specified). 

5. The transplants should be washed in warm 
water before use. 

6. There must be complete hemostasis in the 
area which is to serve as the bed of the transplant. 

7. The transplanted nerve bundle must not be 
less thick than the injured nerve. 

8. The nerve sheath should be sutured with 
Carrel silk. 

9g. The us2 of foreign substances such as fat, fascia, 
and sections of blood-vessel wall is unnecessary. 

10. If improvement has not occurred by the end 
of the first month, the transplant should be re- 
examined in situ. If adhesions are extensive, the use 
of artery-wall tissue is recommended. 

James V. Riccr, M.D 


Royle, N. D.: A New Operative Procedure in the 
Treatment of Spastic Paralysis, and Its Ex- 
perimental Basis. Med. J. Australia, 1924, i, 77. 


The most important factor in the production of 
the disabilities and deformities of spastic paralysis 
is muscular rigidity. The author set himself the 
task of determining: (1) the function of the non- 
medullated sympathetic fibers which supply volun- 
tary muscles, and (2) whether that function has anv- 
thing to do with the muscular rigidity of spastir 
paralysis. 

The abdominal sympathetic trunk was removed 
upon one side in animals which later were subjected 
to hemisection of the cord on the corresponding 
side. Although not all of the experiments were com 
pletely successful, there was a definite tendency to 
ward a flexion attitude with flaccidity of the affected 
extremity. Simple removal of the trunk upon one 
side did not interfere with the animal’s ability to 
control the corresponding lower limb, but when the 
animal was placed on its back, it was unable to 
maintain the limb in an extended position. When 
decerebration was produced, unilateral division o 
the abdominal sympathetic chain prevented thx 
onset of rigidity. 

These experiments were applied to two cases 0! 
spastic paralysis in man. In the first case a gunshot 
wound had so injured the cerebral cortex as to 

















produce a right spastic hemiplegia and spastic 
paralysis of the left leg and foot. The right abdomi- 
nal sv mpathetic trunk was exposed through a para- 
vertebral approach, the white ramus from the 
second lumbar nerve was divided, and the gray rami 
to the second, third, and fourth lumbar nerves were 
avulsed. The fourth lumbar ganglion was then 
identitied and the trunk divided immediately below 
it. Fifty-four days after the operation the patient 
was able to relax the formerly spastic right limb 
normally when walking and there was no sign of 
abnormal tone in the muscles of the right lower limb. 

Phe second patient had had a right spastic hemi- 
plegia for fourteen years. The cause of the condition 
isnot given. The gray rami to the roots of the bra- 
chial plexus were avulsed. Fourteen days after the 
operation remarkable improvement in voluntary 
control was noted. 

The most obvious change which followed these 
operations was the diminution of rigidity with im- 
mediate return of muscular control. Immediately 
alter the operation there were vasomotor disturb- 
ances, but these quickly disappeared. 

Foerster’s operation deals with afferent fibers and 
the results obtained may be due to interference with 
afferent sympathetic fibers. Since the entire afferent 
supply cannot be destroyed the spasticity tends to 
recur. Stoeffel’s procedure attacks the peripheral 
nerves with the purpose of reducing the amount of 
nerve supply to contracted groups. Sympathetic 
ramisectomy involves the destruction of afferent 
fibers and thus prevents the discharge of impulses 
from the central nervous system into the affected 
muscles. Loyat E. Davis, M.D. 


Platt, H. and Bristow, W. R.: The Remote Results 
of Operations for Injuries of the Peripheral 
Nerves. Brit. J. Surg., 1924, xi, 535. 

Before proceeding with the description of the 
results obtained from peripheral nerve operations, 
the author reviews certain fundamental considera- 
tions which have a direct bearing on the study of the 
various factors which determine the success or 
failure of operative repair. 

Pathogenesis of nerve injuries. In the greater 
number of cases of nerve injury the lesion belongs to 
the primary class and there is gross destruction with 
immediate loss of anatomical continuity. To this 
primary destructive effect is added the influence 
of wound infection. Further destruction of nerve 
tissue takes place in the course of the acute in- 
flammatory reaction which follows. With the onset 
of healing and the production of young scar tissue, 
a still further obliteration of nerve substance occurs. 
When the scar tissue has become fully matured it has 
built up a barrier which effectively prevents the 
growing axon of the proximal stump from reaching 
the distal stump. 

\ more insidious type of damage is done during 
the time the nerve lies bathed in the inflammatory 
exudates. Bacteria and their toxins pass into the 
interior of the nerve trunk and ascend for some 
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distance above the limits of the initial lesion. The 
result is the development of an interstitial neuritis, 
and the final histological picture shows a fibrosis 
involving the connective tissue framework between 
the nerve bundles and around the individual nerve 
fibers. Such an extensive interstitial neuritis exerts 
an inhibitory influence on the regenerative process. 
There are three main types of nerve injuries: (1) 
complete division with a gap; (2) complete division 
without a gap, the nerve trunk retaining a pseudo- 
continuity; (3) local alterations in the contour, size, 
and consistency of the nerve trunk which is ap- 
parently intact. 

In addition to local changes, a nerve injury pro- 
duces distant effects. When the continuity of the 
axis cylinders is interrupted, and particularly when 
the injury is extensive or the lesion is situated high 
up on the proximal course of the nerve, early re- 
trogressive changes take place in the central spinal 
cord cells. More peripheral distant effects include 
simple disuse atrophy which is most evident in the 
muscle bellies. Trophic changes dependent upon 
irritation of vasomotor and sensory axons which 
still retain their integrity combine to complicate 
the pathological picture. Particularly in gunshot 
wounds, fibrotic changes develop in the tendon 
sheaths and joint capsules in regions remote from the 
point of injury. 

Operative technique. The accepted standardized 
procedures in the operative repair of peripheral 
nerve injuries by direct end-to-end suture may be 
classed as follows: 

1. Wide anatomical exposure with free mobiliza- 
tion of the proximal and distal parts of the nerve 
trunk. 

2. The additional relaxation of the nerve afforded 
by changing the posture of the limb. 

3. The stripping up of motor branches arising 
proximal to the lesion, from within the nerve sheath, 
or, when necessary, the deliberate sacrifice of one or 
more branches. 

4. The displacement of the nerve to a new bed to 
shorten its course. 

5. The two-stage operation, in which, after full 
exposure, the untrimmed central and distal stumps 
are drawn close together by stout sutures and the 
wound is closed. Subsequently it may be possible 
to freshen the ends and to do a direct suture. 

6. Bone shortening. This is indicated only very 
rarely. 

At the line of suture the nerve ends should be in 
bare contact under slight tension, without crowding 
or eversion of the fasciculi. Sheath sutures alone are 
desirable. A stay suture passed through the entire 
thickness of the nerve trunk should be avoided. 
Whenever possible, the nerve should be placed in a 
bed of healthy muscle tissue. If this cannot be done, 
a small sheet of fascia placed beneath the nerve will 
be found the best protection. 

In addition to end-to-end suture, neurolysis, and 
the small group of operations best described by the 
term ‘‘bridging,” there are other operative pro- 
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cedures designed to restore conduction. Besides the 
attempt to restore conduction within the nerve 
trunk, operations may be undertaken for the relief 
of pain and other irritative phenomena and to re- 
store function in cases of irreparable lesions and in- 
complete recovery. 

The greatest length of time after the receipt of 
the injury that a good result may be hoped for from 
operation is three years. The harmful effects of long 
delay depend on the development of peripheral and 
central retrogressive changes. The permanent de- 
generative changes which occur in the muscle bellies 
after prolonged denervation render these structures 
less capable of assuming function even though 
neurotization may be established at a later date. 
However, if they are kept in the best possible con- 
dition by heat, massage, and electrical stimulation, 
the outlook is improved. 

In many cases of nerve injury belonging to the 
category of compression lesions the surgical removal 
of the compressing agent (neurolysis) is rapidly 
followed by the reappearance of both conductivity 
and function. This means that the loss of conduction 
has not been associated with degeneration of the axis 
cylinders. When the compressive lesion has been 
present for a considerable time, the restoration of 
conduction depends on the occurrence of regeneration 
alone, and the obstacles to full spontaneous repair 
are situated in the interior of thenervetrunk. There- 
fore, when the cause of the trauma is removed at a 
late stage there is no certainty that complete res- 
toration of function will follow. 

Bridging operations include neuroplasty by means 
of a flap turned down from the proximal to the distal 
nerve stump; tubulization, in which some form of 
conducting channel is inserted; and nerve grafting. 
According to many reports in the literature, nerve 
grafting generally fails. The only successful results 
of nerve crossing, which may be classed as a bridging 
operation, appear to be limited to operations for 
injuries of the supraclavicular trunks of the brachial 
plexus and of the facial nerve. 

Clinical considerations. Several clinical facts 
should be kept in mind in estimating the success 
or failure of nerve-suture operations. On the motor 
side, substitute muscle movements give rise to error. 
For example, following complete division of the 
median and ulnar nerves in the upper arm, flexion 
of the wrist may be carried out by the action of the 
extensor ossis metacarpi pollicis muscle which is 
innervated by the radial nerve. On the sensory side, 
variations occur in the loss of sensibility, particu- 
larly as estimated by the appreciation of the pain of 
pinprick. 

All statistics show that recovery is most complete 
and occurs most frequently in the radial nerve. 
Almost perfect restoration of function in a consider- 
able number of cases has been reported; for example, 
it was obtained in twenty of thirty-seven cases re- 
ported by Stopford. 

In the ulnar nerve, results have been physio- 
logically imperfect but not necessarily poor econom- 
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ically. Similarly, the end-results in the case of the 
median nerve have been uniformly disappointing 
chiefly because of the extreme functional disable- 
ment consequent on the inadequate recovery of 
sensibility. The neurological and economic results 
in the case of the sciatic nerve have been consistently 
poor. The percentage of complete failures in repair 
of the external popliteal nerve has been high, but in 
a number of cases very. complete recovery has 
resulted. 

Neurolysis, resection and suture, the intraneural 
injection of alcohol, posterior root sections, and 
periarterial sympathectomy have been employed 
to relieve the pain and other irritative phenomena 
due to peripheral nerve lesions. Clinically, it is of 
the greatest importance to differentiate between the 
pain of true causalgia and that evoked by stimula- 
tion of a recovering nerve area. The operation of 
Leriche (periarterial sympathectomy) has gained 
few adherents in England. 

It must be remembered that war injuries are 
almost always complicated by sepsis while injuries 
in civil life have a vastly better prognosis. The 
experience gained in nerve surgery in cases of war 
injury has led to improvement in surgical teaching. 

LoyaL E. Davis, M.D 


MISCELLANEOUS 


Wilson, S. A. K.: Trauma in Etiology of Organic 
and Functional Nervous Disease. J. Am. \/. 
Ass., 1923, Ixxxi, 2172. 

To say that trauma is a major etiological factor in 
nervous diseases is exaggeration, but most writers 
mention it as at least a predisposing cause and cite 
cases of their own and from the literature to sub- 
stantiate their contention. In present-day economic 
and industrial development this subject has gained 
increasing importance because industrial insurance, 
common-carrier litigation, and war-risk insurance 
have brought it into the foreground. 

As a basis for refuting the réle of trauma in 
nervous disease the author quotes statistics from 
casualties in the recent war. These show, first, 
that organic nervous diseases developed in very few 
of the large number of cases of possible injury of the 
central nervous system, and second, that when they 
did develop, the history showed the influence o! 
hereditary predisposition or the possibility of in 
fection. 

The organic maladies receiving most attention in 
this article are disseminated sclerosis, cerebral tu 
mors, neurosyphilis, and epilepsy. The more uncom- 
mon types of lesions and the psychoses are men 
tioned only briefly. 

The remarkable increase in reports of functional! 
disease as a sequel of trauma is exemplified in the 
large number of compensation claims following 
railroad accidents. Whether conscious or un- 
conscious, the motive—compensation—is shown to 
be the determining factor in the diagnosis. 

Knut H. Houck, M.D. 
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SURGERY 


Auerbach, S.: Neurological and Surgical Observa- 

~ tions on Neurosurgery (Neurologisches und 
Chirurgisches zur Neurochirurgie). Deutsche Ztschr. 
f. Nervenh., 1923, xxvii, 302. 


Lumbar puncture is apparently a harmless pro- 
cedure, but should be resorted to for diagnostic or 
therapeutic purposes only when it is distinctly 
indicated since, besides its disagreeable after-effects, 
it has sometimes been followed by death. 

Brain or ventrical puncture may be used for diag- 
nostic purposes when roentgen examination has 
failed to show the location of the lesion. With regard 
to brain puncture the author’s advice is, first, to 
make a small incision in the soft parts under local 
anesthesia, and then, by means of Doyen’s instru- 
ments, to trephine an opening about 0.5 cm. in 
diameter in order to be certain to avoid a sinus or 
dilated vein after exposure of the dura. 

Decompressive trephination should be under- 
taken only when it is impossible to locate a tumor by 
topical diagnosis or brain puncture, and when tre- 
phination will relieve symptoms due to intracranial 
pressure. The author discusses also two other 
procedures for the relief of pressure, Bramann’s cal- 
losal puncture and Schmieden’s suboccipital punc- 
ture. A disadvantage of the callosal puncture is the 
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gap made in the corpus callosum, the largest and 
most important bundle of association fibers between 
the two hemispheres. The suboccipital puncture is 
more conservative as it leaves the bone intact and 
does not injure the brain. In the author’s opinion, 
the only indication for either of these methods is an 
increase in the intracranial pressure caused by the 
accumulation of fluid. Callosal puncture he regards 
as indicated in hydrocephalus of the lateral ven- 
tricles, and suboccipital puncture in cases of accu- 
mulation of fluid in the fourth ventricle. 

For tumors of the cerebellopontile angle, hemi- 
craniectomy as recommended by Borchardt is the 
most promising procedure. In all operations on the 
skull and spinal column, the least damage is inflicted 
by the use of the hand trephine and Dahlgren’s for- 
ceps. The hammer and chisel should not be em- 
ployed. 

The author believes that because of the danger of 
respiratory paralysis in operations on the skull or 
spinal column the patient should be placed on his 
side. 

In cases of very severe trigeminal neuralgia, Auer- 
bach prefers resection of the base of the skull and 
excision of the gasserian ganglion to the injection of 
alcohol. HELLER (Z). 














CHEST WALL AND BREAST 


Battle, W. H.: The Clinical Diagnosis of Carcinoma 
of the Breast. Lancet, 1924, ccvi, I. 

To wait for the textbook signs of carcinoma of the 
breast is as dangerous as to wait for loss of liver dull- 
ness in cases of perforated gastric ulcer. 

Central hardness in a breast tumor is the primary 
and early attribute of carcinoma. It is simulated in 
this respect only by osteochondrosarcoma, chondro- 
sarcoma, and sclerosing tuberculous mastitis. Elas- 
ticity is lacking. Irregularity of outline and nodula- 
tion of the surface are other characteristics. On 
section, cartilaginous resistance to the knife, a hard 
edge, and cupping of the surface are noted. Second- 
ary characteristics of breast carcinoma are thinning 
of the overlying tissues, alteration in the outline and 
size of the affected breast, retraction or elevation of 
the nipple, narrowing of the areola on the side 
nearest the tumor, dimpling of the skin, ulceration, 
and the lack of movability ef the tumor in relation 
to the rest of the breast tissue. 

Hardness rather than a slight increase in size is a 
criterion of lymph-node involvement. 

Conditions to be differentiated from early carci- 
noma are cysts, fibro-adenomata, and patches of 
chronic inflammation. In chronic inflammation the 
skin, lymph nodes, or pectoral fascia are not involved 
and tenderness is more apt to predominate. 

Tuberculous mastitis with sinuses, ulceration, 
thinning of the skin, and pigmentation can usually 
be differentiated from carcinoma. 

Actinomycosis may be diagnosed on the basis of 
the characteristic granules from the abscess. 

Gummata of the breast occur both as solitary and 
multiple tumors with or without adjoining healthy 
breast tissue. 

The author agrees with Handley and Cheatle that 
Paget’s disease is carcinoma and is primary in the 
breast epithelioma. 

Acute mammary carcinoma presents the picture 
of an enlarged, projecting, fixed tumor with the skin 
over it dull red, hot, oedematous, and fixed. 

Witiiam P. VAN WaGENEN, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Lambert, A. V. S., and Miller, J. A.: Abscess of the 
Lung. Arch. Surg., 1924, viii, 446. 

Sixty cases are reported, forty-six of which were 
acute. Emphasis is placed upon the need for greater 
accuracy in differentiating between acute pulmonary 
abscess, chronic pulmonary abscess, and _ similar 
conditions. It is generally believed that in most 


instances pulmonary abscess follows pneumonia in 
which necrosis and liquefaction supervene. In 
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twenty-two of the authors’ cases the abscess of thy 
lung was primary. 

The interstitial tissue of the alveoli being infected. 
there is a prompt breaking down of the inflammatory 
products without any stage of exudate pneumonia 
The history in such cases is of a not very acute pro 
dromal period of usually less than a week. 

Bacteriological studies of ten cases in which ex 
aminations were made of pus obtained from the 
abscess at the time of operation revealed the uni- 
form presence of anzrobic bacteria. The authors 
attempted to produce lung lesions in monkeys by the 
intratracheal injection of these anerobic organisms, 
but the results were negative. 

These cases should be handled on a combined 
medical and surgical service. Medical management 
should be tried first and may be continued for ; 
period of three or four weeks. This should consist 
of rest and postural drainage, the latter carried out 
daily as often as indicated. This method extends 
the indication for expectant treatment, and in case 
operation eventually proves necessary prepares the 
patient for it by relieving the acute symptoms and 
improving the general condition. The latter should 
consist of incision and drainage performed in one 
stage if the pleural cavity is walled off by adhesions, 
but otherwise in two stages. Local anesthesia 
should be used when possible. It is important not to 
drain during the acute stage of an abscess. 

Lobectomy, while theoretically the ideal treat 
ment, carries too high a mortality. 

In the group of cases reported, artificial pneumo 
thorax was used very little. However, the authors 
believe it should be considered and tried when the 
abscess is centrally located and has free drainage. 
In cases of peripheral abscesses its use is dangerous 
because of the risk of rupture of the lung and secon 
dary pyopneumothorax. 

Bronchoscopic lavage, which was used in on! 
three cases, gave indifferent results. In 
suspected foreign body, bronchoscopic examination 
is of the greatest importance. 

In nineteen cases the abscess followed pneumoni 
in eight, tonsillectomy; in two, the extraction ol 
tooth; and in one, the inhalation of a foreign bod 

The duration of the disease is of very great in 
portance. In twenty-three cases of less than 01 
month’s duration, 60.8 per cent were cured and thi 
mortality was 21.8 per cent. In twenty-three case- 
of one to three months’ duration, 26 per cent we! 
cured and the mortality was 39 per cent. In sev 
cases of more than six months’ duration, 42.8 px 
cent were cured and the mortality was 42.8 pe! 
cent. 

The results in the complete series of sixty cas 
were as follows: cured, twenty-six; improved, six 
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unimproved, eight; deaths, twenty (a mortality of 
33.3 percent). The medical mortality was 3.3 per 
cent and the surgical mortality 55.6 per cent. 

S. C. Lyons, M.D. 


Hedblom, C. A.: Graded Extrapleural Thoraco- 
plasty in the Treatment of Diffuse Unilateral 
Bronchiectasis. Arch. Surg., 1924, viii, 407. 


In the surgical treatment of bronchiectasis the 
principles have been drainage, extirpation, and col- 
lapse of the lung. In the earlier cases, when drainage 
was attempted, the mortality was very high and 
improvement was obtained probably only in cases of 
localized saccular bronchiectasis, in which the pro- 
cedure may be indicated. Theoretically, pneu- 
monectomy is the ideal operation, but it has been 
considered suitable only in a selected group of 
young patients. Among such selected patients (re- 
ported cases), its mortality has been 47.8 per cent 
and it has given a cure in less than 20 per cent. Col- 
lapse therapy includes, essentially, artificial pneu- 
mothorax and extrapleural thoracoplasty. Pneumo- 
thorax collapse is a relatively safe procedure, but 
must be continued for months or years. Even then, 
it has yielded only a small number of the reported 
cures, and in a high percentage of cases empyema 
is a complication. A single-stage extrapleural tho- 
racoplasty has a high mortality, but many cures 
have been reported. 

In a series of ten cases of diffuse unilateral bron- 
chiectasis herein reported, extrapleural thoraco- 
plasty was performed in from four to seven stages 
under nitrous oxide and oxygen anesthesia followed 
by alcohol injection of the intercostal nerves to 
minimize the pain and the voluntary postoperative 
inhibition of coughing. Thus far there have been 
no deaths. Six patients have good general health. 
Three of these are practically free from symptoms; 
three raise from 30 to 60 c.cm. of sputum in twenty- 
four hours, and one has symptoms and signs suggest- 
ing extension of the infection to other portions of the 
lungs, but raises only about 60 c.cm. of sputum in 
twenty-four hours. None has shown disability 
or marked deformity. Three ‘patients are still con- 
valescent. 

On the basis of comparative results, therefore, 
graded extrapleural thoracoplasty seems worthy of 
consideration in the treatment of diffuse unilateral 
bronchiectasis. Its relative safety makes it adapt- 
able to most cases. 


Matas, R.: Remarks on the So-Called Mediastinal 
Septum of the Dog in Relation to the Pneumo- 
thorax Problem in Man. Arch. Surg., 1924, viii, 
336. 

Graham, E. A.: A Reconsideration of the Question 
of the Effects of an Open Pneumothcrax. 
Arch. Surg., 1924, viii, 345. 

Snyder, J. W.: Studies in Intrapleural Tension. 
Arch. Surg., 1924, viii, 364. 


Matas deals with the salient points in the com- 
parative anatomy of the mediastinal septum of the 
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dog which have a bearing on the surgery of the 
mediastinum in man. He calls attention to the fact 
that a dog dies quickly after one of the pleure is 
opened widely unless it is closed at once. The reason 
for this is that both lungs collapse and the respira- 
tory function is interfered with and finally ariested. 

The chief subject of contention by the various 
investigators is the interpretation of the mechanism 
by which the bilateral collapse of the lungs is pro- 
duced when one pleura is opened. Matas reviews 
his own investigations of this subject and the results 
of other workers. Until the past year he was of the 
opinion that there was an inter-communication of 
the pleure. Recently, however, he made a careful 
study of the pleure in dogs by a number of dissec- 
tions and arrived at the conclusion that from a purely 
anatomical viewpoint the contention of Graham 
that the pleure of the dog are separate and in- 
dependent serous sacs is morphologically correct. 
Nevertheless he does not believe that the medias- 
tinal septum in the canine species is anatomically 
and physiologically analogous to that of man. 

Matas concludes that whatever view is accepted 
as regards the pleure in dogs, the conclusions of 
experimentation on the dog, without artificial aids 
to respiration cannot be applied in their entirety 
to the surgery of the thorax in man. In the animal, 
the mediastinal veil is merely a film, a potential 
partition, while in man it is a composite anatomical 
wall which is solidly rooted in the chest through the 
attachments of its pericardial supports to the dia- 
phragm. 

GRAHAM reviews the results of the work on pneu- 
mothorax he reported with Bell in an article pub- 
lished in 1918. The conclusions drawn at that time 
were as follows: 

1. Whenever a change of pressure is made in one 
pleural cavity there is a change in the other to almost 
the same extent. 

2. Death in open pneumothorax is usually death 
from asphyxia. 

3. The size of the opening is of importance, and 
of particular importance in this connection is tho 
vital capacity, as persons with a high vital capacity 
can withstand larger pleural openings than those 
with a low vital capacity. 

4. Bilateral open pneumothorax is not fatal if 
the openings are not too large. 

5. An important factor is the marked loss of heat 
which usually accompanies pneumothorax. 

6. In large openings there is also a serious disturb- 
ance in the systemic circulation. 

7. The maximum non-fatal opening of the chest 
wall which a particular patient can withstand, the 
vital capacity being known, can be expressed by a 
mathematical formula. 

8. The presence of adhesions or of thickening of 
the mediastinal structures materially changes the 
effects of alterations of pressure in one pleural cavity. 

The criticisms which have been offered by various 
surgeons to these conclusions are again answered 
by Graham. They have been directed chiefly at 
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the mathematical formula and the question as to the 
existence of a normal communication between the 
pleural cavities of the dog. 

In Graham’s opinion the theoretical maximum 
opening which a normal person can endure is a 
matter of detail rather than of principle. Graham 
has used the formula to express an approximation. 
The main fact remains that in persons with a very 
low vital capacity, a relatively small opening will be 
fatal. 

The author has repeated a series of experiments 
including dissections and injections of air and fluid 
into one pleural cavity to discover whether they 
were transferred into the other. He is still of the 
opinion that there is no communication between the 
pleural cavities. A serie of roentgenograms are 
presented which support his contention regarding 
unilateral pneumothorax. 

The work of Snyder, in which sodium bromide 
solution injected into one pleural cavity of the dog 
was shown in both pleural cavities by the roentgen 
ray, is merely a demonstration of the phenomenon of 
dialysis. 

In conclusion the author states that his original 
observations on open pneumothorax as reported 
with Bell in 1918 were true in principle. 

SNYDER reviews the literature on the subject of 
pneumothorax and reports an experimental study 
on the pressure relations on the two sides of the tho- 
rax in the dead and living dog and the human ca- 
daver. He in roduced a needle attached to a water 
manometer at symmetrical points into the two pleu- 
ral cavities, injected air and solutions opaque to the 
roentgen ray into one pleural cavity, observed the 
fluctuations in the pressure on the two sides as re- 
corded by the manometers, and made roentgen-ray 
plates at various stages of the experiment. The arti- 
cle contains simultaneous kymograph tracings of the 
intrapleural pressures on the two sides during the 
injection of measured amounts of air into one pleural 
cavity. From these experiments the following con- 
clusions are drawn: 

1. There is an essential difference in the mobility 
of the mediastinum in the dog and man. 

2. A change in the intrapleural tension of one 
pleural cavity produces a corresponding change on 
the opposite side but of different degree. The medi- 
astinum of the dog is freely mobile and as it is also 
freely permeable to air and liquids, there is very 
exact equalization of the intrapleural tension. 

3. Unilateral pneumothorax is an impossibility in 
the dog since bilateral pneumothorax results be- 
cause of the permeability of the mediastinum. 

S. C. Lyons, M.D. 
Lilienthal, H.: Malignant Tumor of the Lung: 


Necessity for Early Operation. Arch. Surg., 
1924, Viii, 308. 


The majority of cases of malignant neoplasms of 
the lung reach the surgeon only after the disease is 
well advanced and there are equally hazardous 
secondary complications. The author therefore 


urges the more general use of the roentgen ray and 
the bronchoscope in the diagnosis of tumors of the 
lung. 

Lung tumors may have their origin in some part 
of the bronchial system, usually a secondary bron- 
chus, or in the parenchyma. Those developing from 
the bronchi show cylindrical or cuboid cells, and 
those arising from the parenchyma show pavement 
cells. In cases of tumor of bronchial origin there js 
early cough because of the endobronchial irritation. 
The cough is at first dry; later it produces glairy 
sputum, and subsequently pink sputum mixed with 
saliva. Actual hemoptysis is rare. Later the lumen 
becomes obstructed and bronchiectatic dilatation 
with a profuse putrid discharge develops. Peri 
bronchial abscesses and suppurative pneumonitis 
usually follow. In cases of cancer having its origin 
in the alveolar portion of the lung the initial sign 
may be the cough due to secondary invasion of the 
bronchi by direct extension. Tumors of this type 
may grow to a large size and occupy a large portion 
of the lung without causing any apparent impair- 
ment of function. 

The roentgen-ray examination demonstrates the 
parenchymatous infiltration by cancer at a very 
early stage in its development. The-history with 
the X-ray findings is diagnostic enough to warrant 
an immediate exploratory thoracotomy. This opera- 
tion is not very perilous and lobectomy under such 
conditions should not be accompanied by a high 
mortality. 

The type of malignancy which originates in the 
bronchial wall usually begins at a considerable dis- 
tance from the main bronchus. In the early stages 
the roentgen ray is of little help. Bronchoscopy will 
give a direct view of the tumor and will make it 
possible to remove a specimen for diagnosis. 

These tumors should respond to lobectomy. The 
prospects for cure are excellent. In the author's 
opinion, lobectomy for lung tumors should not 
carry a very high mortality as compared with lobec- 
tomy for suppurative conditions. Thoracotomy is 
justified by the fact that frequently inoperable cases 
are benefited by the simple opening of the thorax and 
in no instance has harm resulted. 

S. C. Lyons, M.D. 


Evans, W. A., and Leucutia, T.: Deep Roentgen 
Therapy of Neoplastic Pulmonary Metastases. 
Am. J. Roentgenol., 1924, xi, 35. 

Deep roentgen therapy is indicated in all cases of 
metastatic malignancy of the chest in which no 
metastases can be demonstrated in the rest of the 
body. 

Although as a rule the tumor tissues show decreas 
ing sensitiveness to repeated irradiation, the norma! 
lung tissue itself shows definitely increasing sensi 
tiveness. 

In the treatment of metastatic sarcomata, th« 
morphological and histogenetic structure of thi 
tumor must be considered. The best results ar 
obtained in the embryonal type of sarcoma (angio 
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sarcoma). The fibroblastic, adult type of tumors, 
especially those which are rich in paraplastic struc- 
tures, are refractory to radiation. The nearer the 
sarcoma to the undifferentiated embryonal type, the 
better the chance for success, and the nearer it is to 
the adult tumor which is rich in paraplastic struc- 
ture. the less the chance for success. 

In cases of metastatic carcinomata, the circum- 
scribed mediastinal metastases and the infiltrating 
lymphatic metastases respond well to treatment, 
especially when the primary carcinoma is of the dif- 
ferentiated type. The miliary metastases of the car- 
cinomata, if localized, respond well to treatment, but 
if they are generalized, the prognosis is very unfavor- 
able. 

Complications may arise incident to the treat- 
ment of metastatic processes of the lungs: (1) hem- 
orrhage of the lungs; (2) rupture of the lung with 
consequent pneumothorax; (3) changes in the nor- 
mal lung tissue. 

If the dosage is not exceeded or if there is only one 
exposure, the lung changes are temporary, consisting 
in infiltration, but if the dosage is exceeded and the 
irradiation is repeated several times the change may 
be a permanent fibrosis of the lung. 

In the treatment of malignant metastases of the 
lungs, the necessary biological dosage of radiation 
should be administered to the tumor tissue itself, but 
at the same time, the normal lung tissue should be 
protected from injury. Therefore an attempt should 
be made to eradicate the disease in a single treat- 
ment. The treatment should be repeated only when 
this is impossible. A thiid or fourth irradiation 
should never be applied to both lung fields. 

General stimulation of the protective forces of the 
organism is an indispensable part of deep roentgen 
treatment. 

No statement can be made regarding the final out- 
come of these diseases, as the authors’ observations 
have been limited to a period of one and one-half 
years. Ravpu B. Bettman, M.D. 





Hertzler, A. E.: A Chronic Traumatic Empyema 
Cavity Lined by a Skin Flap. Surg. Clin. N. Am., 
1923, lili, 1485. 

The author reports a case of empyema of long- 
standing which did not respond to rib resection and 
drainage. Following Beck’s suggestion, he lined the 
cavity with skin by turning up into it a long skin 
flap from the upper part of the abdomen. The flap 
extended upward to the top of the cavity. Because 
of previous difficulty in fixing such a flap so that it 
would not fall away from the apex, he fixed it in this 
case by means of a long hemostat, which he sutured 
to the skin and fascia at the entrance of the wound. 
At the end of five days, when the forceps were re- 
moved, the flap was found firmly adherent. 

When the patient was discharged from the hos- 
pital about three weeks later he was in good physi- 
cal condition; his wounds were granulating and evi- 
dently healing very satisfactorily. 

Rap B. Bettman, M.D. 
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C2SOPHAGUS AND MEDIASTINUM 
Pfahler, G. E.: The Diagnosis of Enlarged Thymus 
by the X-Ray, and Treatment by X-Ray or 
Radium. Arch. Pediat., 1924, xli, 39. 

Enlarged thymus is probably more common than 
is generally supposed. Heavy breathing, wheezing, 
or crowing respiration, cyanosis or an abnormal cry 
should direct attention to the thymus. The X-ray 
shows a considerable variation in the shadow cast 
by the thymus. The shadow occupies the upper 
mediastinum and, extending downward, overlaps the 
upper shadow of the aorta and heart. It extends 
laterally on both sides of the spine and bulges out- 
ward. Lymphadenitis of the upper mediastinum 
may very closely resemble a moderately enlarged 
thymus. However, as both lymphadenitis and thy- 
mic enlargement yield to X-ray treatment this mis- 
take is not of great moment. 

Because of the change in the size of the thymus 
when the child is at rest, the author has made it a 
practice to examine the child while it is crying and 
struggling. 

The technique of the treatment advocated is as 
follows: The rays are focused by means of a 3-in. 
cylinder directly over the thymic area, with the use 
of a g-in. spark gap, 5 ma., at a focal distance of 30 
cm. for fifteen or twenty minutes with rays filtered 
through 6 mm. of aluminum. The author gives this 
treatment once in four weeks. From three to five 
treatments should be sufficient. 

The advantages of radium are summarized as 
follows: 

1. Radium can be applied without any annoyance 
or struggle on the part of the child, and therefore 
involves no risk to the patient of strangulation and 
no risk to the attendants of electrical injuries. 

2. The radiation can be kept definitely in place. 

3. The action of the radium is more rapid, and 
usually one application is sufficient even in the most 
severe forms of the disease. 

4. As radium is portable, the treatment may be 
given at the patient’s home. 

The author uses ten radium needles, each con- 
taining 10 mgm. of radium element in the form of a 
plaque. These needles are placed 1 cm. apart and 
upon a felt pad 1 cm. thick. The radiations are 
filtered through the thickness of the needle wall, 
o.4 mm. of brass, and the felt pad. The patient’s 
chin is protected with lead and a pad of cotton. 

Ratpu B. Betrman, M.D. 


Grier, G. W.: The Diagnosis and Treatment of 
Enlarged Thymus. Am. J. Roentgenol., 1924, xi, 
141. 

The author discusses the comparative frequency 
of enlarged thymus, the diagnosis, and the value of 
radium in the treatment. The average roentgenolo- 
gist sees a fair number of these cases, and in the 
majority of them, the final diagnosis and the treat- 
ment rest in his hands. 

Aside from the so-called thymic stridor, none of the 
clinical signs is pathognomonic. Therefore diagnosis 
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must be based upon the roentgenogram. As a rule 
the thymus shadow extends on both sides of the spine 
and its lateral borders are convex or bulging rather 
than concave as are those of the shadow seen in 
tuberculous adenitis of the superior mediastinum. 
Below, where it merges with the base of the heart, it 
is wider than it is above at the base of the neck. 
Probably the main differences between the shadow 
of the thymus and that of other masses in the medi- 
astinum which may be confused with it, are that the 
former is more or less symmetrical on both sides 
and is wider below than above. It fits down over the 
base of the heart like a cap on the head. 

Grier emphasizes the fact that the thymus shadow 
increases remarkably in size when the baby cries. 
If the enlargement is only moderate, it may not be 
recognized unless the child is allowed to cry during 
the exposure. Plates made during the course of 
treatment to note reduction in size are reliable only 
when made with the infant in the same state as it 
was when the first plates were made, crying or quiet. 
It is interesting to have exposures of both states at 
each examination. 

The enlargement which occurs when the baby 
cries is probably caused by engorgement of the gland 
with blood as a part of the general congestion of the 
blood vessels above the diaphragm, or by the eleva- 
tion of the diaphragm incident to the forced expira- 
tion during crying. As the elevation of the diaphragm 
lifts the heart, the thymus lying above the heart is 
lifted up and spreads out on each side. 

Radiotherapy gives a complete cure in a high 
percentage of cases. While the results of roentgen 
irradiation are very satisfactory, the author has 
abandoned this treatment in favor of radium, be- 
cause of the quicker response to the latter and the 
greater ease and safety of its application. 

Four tubes of radium, each containing 25 mgm., 
are placed in a wooden block with holes 1 in. apart 


to contain the capsules. The filter used is 1 mm 
of brass. The block is left in position for ten hours 
with the radium at a distance of 34 in. from the skin. 
This dose does not produce an erythema. Usually 
one treatment is sufficient but occasionally the 
radiation must be repeated. The radium applicator 
must be covered with lead on the upper suriace be- 
cause it comes high up under the baby’s chin and js 
apt to produce a burn. ADOLPH HARTUNG, M.D, 


MISCELLANEOUS 


Wertheimer, P.: Tuberculous Lymphan¢eitis and 
Adenitis of the Intercostal Spaces (Lymphan- 
gites et adénites tuberculeuses des espaces interens- 
taux). Rev. de chir., Par., 1924, xliii, 70. 

In the course of three operations Wertheimer 
made certain anatomo-pathological observations 
concerning the evolution of tuberculous processes 
in the thoracic wall which he thinks of interest 

It is generally believed that tuberculous abscesses 
of the thoracic wall are secondary to a subjacert 
tuberculous focus, either pleural or pulmonary, 
Little importance is given to lymphangeitis or 
adenopathies. 

In the author’s first case the condition was a tu 
berculous adenopathy in the intercostal spaces re- 
sulting from subjacent pleuropulmonary tuberculo 
sis. 

The two other cases showed that similar lesions 
of the lymphatics of the thoracic wall may be local- 
ized to a single intercostal space and that the adeni- 
tis may evolve toward suppuration. 

In the formation of cold abscesses of the thoracic 
wall the glandular suppuration may represent the 
stage between the pulmonary or pleural infection 
and the parietal involvement. Not all cold abscesses 
of the thoracic wall are ossifluent or arthrifluent. 

W. A. BRENNA) 
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ABDOMINAL WALL AND PERITONEUM 


Keith, Sir A.: On the Origin and Nature of Hernia. 
Brit. J. Surg., 1924, Xl, 455. 

Man is peculiarly liable to hernia; it is estimated 
that twenty of every 1,000 male inhabitants of 
Great Britain are ruptured. From the standpoint 
of age incidence, the study of a large group shows 
that during the first year of life, forty-four of every 
1,000 babies are ruptured; between the ages of 1 
and 5 years there are only nine per 1,000; and 
between the ages of 6 and to years, the most im- 
mune period, only six per 1,000 are affected. Between 
the eleventh and fifteenth years there is a slight 
increase, between the ages of 16 and 20 years the 
incidence has increased to twenty-five per 1,000, 
and by the twenty-fifth year it has increased to 
thirty per 1,000. Thereafter there is a decrease 
until altet the fiftieth year, when the incidence drops 
to that of childhoed. The infant and the man at the 
height of muscular development are the most liable 
to hernia. Ninety per cent of hernia are inguinal, 
7 per cent femoral, and 3 per cent umbilical. 

The author is of the opinion that the majority 
of herniz are of the acquired type, developing 
through points of weakness in the abdominal wall. 
From studies in comparative anatomy, it appears 
that in the human being the placenta and mem- 
branes represent an enormously expanded umbilical 
hernia. Shortly after birth the hernial sac—namely, 
the cord—sloughs. The scar is an area of weakness, 
but no pocket of peritoneum remains. The in- 
cidence of umbilical hernia is high in infancy because 
of weakness of this scar tissue. From infancy until 
full development the condition is rare. Its greater 
frequency in adult life is due to stretching of the 
linea alba by obesity or pregnancy. 

The descent of the testis occurs as the result of 
developmental changes by which the gubernacular 
bud traverses the abdominal wall and arrives at the 
base of the scrotum, bringing the testis with it. The 
healing and obliteration of the peritoneal process 
may be imperfect. In about 30 per cent of children 
the process is imperfectly closed in the third month 
alter birth. The presence of this peritoneal pocket 
cannot be regarded as the etiological factor in the 
incidence of inguinal hernia during infancy because 
it remains open in nearly all animals and these do 
not develop hernia. The upright posture is not 
responsible because the infant cannot be regarded 
as upright. The author attributes the occurrence of 
inguinal hernia to failure in the mechanism of the 
inguinal ‘‘shutter.”” This apparatus is represented 
by the contractile conjoined muscle whose action 
against the fixed Poupart’s ligament serves to close 
the potential area of weakness occupied only by the 
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transversalis fascia. The ‘‘shutter’”’ is worked by a 
reflex nerve mechanism. 

The explanation offered for congenital hernia of 
the diaphragm is that the pulmonary cavities rep- 
resent interstitial hernial sacs and failure of com- 
plete closure of the sac permits the entrance of the 
abdominal contents. 

Spina bifida and encephalocele represent hernia 
due to an increase of pressure in the cerebrospinal 
fluid system during early fetal life. 

Retropharyngeal pouches are not developmental 
in origin, being caused by repeated pressure. They 
always occur through the same point, a lozenge- 
shaped area in the posterior wall of the pharynx 
between two parts of the inferior constrictor. 

Duodenal diverticula occur usually at the point 
where the common duct perforates the muscular 
wall, an area of weakness. 

In the jejunum and the sigmoid, diverticula are 
usually found near the mesentery where the wall of 
the bowel is perforated by vessels. 

A femoral hernia traverses the femoral ring and 
the crural canal. The latter is a potential space 
allowing for expansion of the femoral vein during 
engorgement. The water-hammer action of the 
blood in the femoral vein drives the fat out of the 
crural canal, and the peritoneum to which it is 
attached is dragged with it; thus a femoral hernia 
is formed. Hernia of the bladder is due to similar 
processes. 

Retroperitoneal herniz occur when the peristaltic 
action forces a knuckle of bowel into a small recess 
such as the duodenal fossa, where it may become 
progressively larger. Hernia into the foramen of 
Winslow is rare because any increase in the intra- 
abdominal pressure serves to close this opening. 

In summarizing, the author says that most of the 
inguinal hernie of infancy are formed info the funic- 
ular process, a sac of developmental origin, but that 
after childhood the sac and hernia are formed 
together and simultaneously. Femoral, umbilical, 
bladder, and direct inguinal hernia occur through 
weak points in the abdominal wall as the result of 
repeated intra-abdominal forces. 

VeERNE G. Burpen, M.D. 


Kern, L. C.: Tuberculous Peritonitis and Its Treat- 
ment. J Jowa State M. Soc., 1924, xiv, 58. 


Tuberculous peritonitis is considered a borderline 
type of ailment of interest to both the internist and 
the surgeon. Many advocate medical treatment 
until certain results are obtained or until failure is 
acknowledged. 

Surgical treatment is most promising in the ascitic 
form with free fluid in the abdominal cavity and few 
adhesions. In the fibrous type surgery is not the 
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best form of treatment. The results of operation are 
even poorer in the suppurative type unless there is 
intestinal obstruction or some other condition which 
makes surgery imperative. 

For the ascitic type of case the author advocates 
early operation. All fluid and, when possible, the 
foci of infection should be removed. The latter 
include the appendix and tubes, but not the uterus. 
If possible, drainage should be avoided. Care should 
be taken to prevent infection of the surgical wound; 
iodine should be used in the subcutaneous tissues 
after closure of the peritoneum and before closure of 
the skin. 

The prognosis of tuberculous peritonitis depends 
on a number of factors: the patient’s age, the type of 
the peritonitis, and the treatment. In advocating 
surgical treatment of suitable cases the author 
recommends that they be treated also in the same 
way as all other cases of tuberculosis. The patient 
should have rest. light, fresh air, a nourishing diet, 
and careful nursing. The history of the patient’s 
entire life should be taken, and a thorough physical 
examination of the entire body should be made, 
with special attention to the lungs, kidneys, and 
genital organs. If the condition is of the ascitic 
type, operation should be performed as soon as 
possible. After the operation the patient should be 
kept under observation and instructed as to his 
manner of life and the value of rest, light, and proper 
diet for a year or more after he leaves the hospital. 

Howarp A. McKnicut, M.D. 


GASTRO-INTESTINAL TRACT 


Raul, P.: Disinfection of the Mucosa with Tinc- 
ture of Iodine in the Course of Operations 
upon the Gastro-Intestinal Tract (La désin- 
fection des muqueuses par la teinture d’iode au cours 
des opérations sur le tube digestif). J. de chir., 1923, 
XXll, 407. 

There has always been a diversity of opinion as 
to the advisability and efficacy of applying tincture 
of iodine to the exposed mucosa of the stomach or 
intestine in an effort to prevent contamination of the 
peritoneum. Many have maintained that tincture 
of iodine used in sufficient quantity to sterilize the 
mucosa impairs the viability of the tissues. 

Raul made a careful bacteriological study of the 
mucosa of the gastro-intestinal tract before and 
after the application of a small quantity of 5 per 
cent tincture of iodine. He concludes that this 
amount occasionally gives complete sterility and 
always asepsis, and believes that the use of iodine 
is better than the methods commonly employed to 
protect the peritoneal cavity. 

LoyaL E. Davis, M.D. 


Bolton, C.: The Principles of Treatment of Gastric 
Ulcer in View of Recent Work. Brit. M.J., 1924, 

1, 139. 
Bolton discusses the effect of disordered gastric 
function upon the healing of gastric ulcers. When 
the gastric function and the diet are normal, an 


ulcer heals readily, but as the lesion usually increases 
the irritability of the stomach, foods which normally 
are easily tolerated are apt to cause disturbances of 
function which arrest the healing of the ulcer. The 
ease with which an ulcer heals depends upon its age: 
many chronic ulcers are incapable of healing at all. 

An ulcer of the stomach originates as « simple 
acute ulcer or as a spreading acute ulcer. The simple 
acute ulcer forms from a strictly localized initia] 
lesion involving the mucous membrane, the sub. 
mucous tissue, and often the muscular coat, but 
rarely the peritoneum. When the dead _ portion 
separates, an artery usually opens up and hemor- 
rhage results. Perforation, however, is very rare. 
This type of ulcer tends to remain distinctly localized 
and as a rule its healing is complete in from three 
to four weeks. In some cases, however, the ulcer 
thickens, its base becomes excavated, and healing 
is arrested for many months. 

The spreading acute ulcer begins at one point in 
the mucous membrane and spreads in a circular or 
oval fashion, destroying one layer of the gastric 
wall after another, and forming a terraced edge. 
The peritoneal base becomes adherent to the sur- 
rounding organs and the ulcer tends* to bleed, 
Perforation may occur. These ulcers heal with 
surprisingly little thickening or become chronic. 

Chronic ulcers may arise from the failure of a 
simple acute or a spreading acute ulcer to heal. 
There are two types of chronic ulcer: (1) the large 
flat ulcer with a thickened base or in which the base 
has disappeared, exposing other viscera, and (2) 
the ulcer with a very thick base which not uncom- 
monly forms a palpable tumor. 

The ulcer acts as an irritant, affecting the neuro- 
muscular mechanism of the stomach, the acidity 
of the gastric contents, and the secretion of gastric 
juice. The part most affected is the pyloric region. 
The pyloric sphincter becomes irritated, fails to 
relax normally, and finally becomes spasmodic. 
Delay in the emptying of the stomach results. 

Normally, when the combined and free hydro- 
chloric acid rises to about 0.2 per cent, the pylorus 
relaxes, allowing the regurgitation of bile and pan- 
creatic juice into the stomach, with the formation of 
inorganic chlorides; the acidity falls as the stomach 
empties. In the spasmodic stomach, the sphincter 
does not relax, the acidity continues to rise, and 
hyperacidity results. 

The prolongation of the digestive process oiten 
gives rise to hypersecretion of gastric juice. When 
organic pyloric obstruction supervenes these ef- 
fects become permanent. An ulcer of the body of 
the stomach does not cause hyperacidity unless the 
pylorus becomes irritable or hypersecretion is 
present. 

In experiments on cats variations in diet were 
found to have a marked effect on the rapidity of the 
healing of ulcers. In milk-fed cats Bolton found that 
the base of the ulcer was completely covered with 
epithelium on the twentieth day while in meat-ied 
animals it remained entirely uncovered or the epi- 
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thelium had merely reached the periphery. This 


delay in the growth of the epithelium was due to 
necrosis of the superficial cells of the granulation 
tissue base of the ulcer. The necrosis was due to the 


prolonged action of the hydrochloric acid and was 
accompanied by excessive formation of fibrous 
tissue in the base of the ulcer. 

In a series of experiments it was found that the 
healing of the ulcers was delayed in proportion to 
length of time that food was retained in the stomach. 


In monkeys, it was found that the introduction of 
hydrochloric acid into the stomach caused a delay 
of two or three times the normal healing time. The 


introduction of 0.1 per cent or weaker hydrochloric 
acid had no effect. 

The objects of treatment in gastric ulcer are: (1) 
to lessen the neuromuscular irritability, especially 
of the pylorus, and thereby facilitate the emptying 
of the stomach and restore the normal duodenal 
regurgitation; and (2) to reduce the amount of 
gastric juice secreted. It is important to recognize 
the fact that the disappearance of pain is not an 
index of the restoration of normal gastric function 
nor of the healing of the ulcer. 

The treatment is divided into two stages: (1) 
preliminary treatment, and (2) subsequent treat- 
ment. 

The first period lasts six weeks. During this time 
the patient‘is kept in bed to reduce the expenditure 
of energy in order that the diet may be reduced to 
the minimum. As the excessive irritability dis- 
appears, the diet is gradually increased until the 
patient is receiving the full diet that he is to be 
allowed. He then is permitted to get up. 

In the subsequent treatment the food is liquid 
or semi-solid, finely divided, and free from irritants. 
The gastric contents are neutralized during the 
later stages of digestion by an alkali to prevent 
irritability of the pylorus. To reduce the secretion 
of gastric juice no meat is allowed unless the extrac- 
tives are removed by boiling. Citrated milk and raw 
eggs are given. Fat is allowed in the form of butter, 
cream, boiled bacon, and oil. Feedings are given 
every three hours. Rectal feeding is resorted to only 
under two conditions: (1) bleeding from the stomach; 
(2) uncontrollable vomiting, an uncommon compli- 
cation in gastric ulcer. 

Alkalies are given one and one-half to two hours 
after each meal, and once or twice during the night 
if the patient is awake. The best alkalies are bis- 
muth carbonate, magnesium oxide, calcium car- 
bonate, and sodium bicarbonate. Atropine takes 
a secondary place in the treatment. 

The only direct method of dealing with chronic 
ulcer is excision. CLayton F. AnprEws, MD. 


Pritchard, J. E.: Tuberculous Ulceration of the 
Intestine. Canadian M. Ass. J., 1924, Xiv, 5. 


Recent work has proved that many cases of in- 
testinal tuberculosis can be successfully treated by 
sanitorium routine with the aid of surgery and light 
therapy. Pritchard reports forty-five cases present- 
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ing definite intestinal lesions. He studi d these 
cases for the purpose of ascertaining the earlier 
manifestations of the disease. 

The onset is insidious, the disease being usually 
well established before the patient makes any com- 
plaint referable to the gastro-intestinal tract. In 
all of the patients studied there were pulmonary 
lesions and in thirty-nine these antedated the intes- 
tinallesions. In one case there were no definite symp- 
toms, but the X-ray showed a very marked filling 
defect. In five cases the general breakdown was 
coincident with the onset of intestinal symptoms. 
In every case, general symptoms such as loss of 
weight or energy or an increase in nervous irrita- 
bility were manifest before the onset of local symp- 
toms. 

Nervousness is known to be one of the earlier 
symptoms of intestinal involvement. Anorexia is a 
common and often the first symptom, abdominal 
discomfort being a close second. Definite pain was 
the most frequent complaint, being present in forty- 
two cases, but was the first symptom in only five. 
Flatulence was noted in twenty-six cases, but fol- 
lowed some of the others mentioned. Nineteen 
patients reported nausea, ten had attacks of vomit- 
ing, and nineteen were constipated. Next to pain, 
diarrhoea was the most frequent symptom, occurring 
in forty-five cases. 

The physical findings were comparatively in- 
significant. In only one case was there even slight 
rigidity, and in only two cases were there palpable 
masses. ‘Tenderness was present in twenty-two 
cases and in the majority was located in the right 
iliac fossa. 

Barium meals were given in forty-four cases. In 
forty-three there were definite filling defects. In 
one case these were doubtful. In twenty-eight cases 
there was hypermotility, and in five the barium was 
segmented in the small bowel. 

The stomach contents were examined in fifteen 
cases. The acids were normal in twelve and low in 
one; two showed absence of free hydrochloric acid 
and a low total acidity. Tubercle bacilli were found 
in the feces in twenty of forty-two cases. Occult 
blood was found in thirty of forty-two specimens. 

Pus and soluble albumin, which latter, according 
to Coope, means ulceration, were found in thirty-two 
cases each. Crayton F. Anprews, M.D. 


Grégoire, R.: The Normal Forms of the Duodenal 
Cap (Les formes normales du bulbe duodénal). 
Bull. et mém. Soc. de chir. de Par., 1923, xlix, 1252. ° 


The normal duodenal cap as revealed by the X-ray 
in the standing position has three types of form. 
These shapes and positions bear a definite relation 
to the general configuration of the body. The duo- 
denal cap, liver, and stomach adapt themselves in 
shape and position to the form of the thoraco-ab- 
dominal structure. 

Type 1 (Fig. 1) is found usually in robust males 
with a short and large thorax. The duodenal cap is 
flattened into a wagon-brake shape, being wider 
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(Grégoire, R.: The Normal Forms of the Duodenil Cap) 


than it is high, as if it were compressed against the 
undersurface of the liver, and rectilinear. Its upper 
surface is slightly convex and its lower surface some- 
what concave. Its two short sides, external and 
internal, are curved and convex. It is nearly hori- 
zontal or moderately inclined at the base. The 
stomach has the appearance of a cornucopia, and the 
liver is broader than it is high. 

Type 2 (Fig. 2) is found most frequently in the 
slender female with a long thorax. The duodenal 
cap is drawn out to a candle-flame shape, being 
higher than it is wide, and takes a vertical position; 
its base is concave and parallel with the pyloric an- 
trum. The stomach is elongated, the ascending 
portion being parallel with the descending part. 
The liver is higher than it is broad. 

Type 3 (Fig. 3) is found in persons midway be- 
tween Types 1 and 2; this is the most common 
type. The duodenal cap forms almost an equilateral 
triangle with rounded angles. The base is concave 
and follows the curve of the pyloric antrum. The 
cap is directed upward and inward and is inclined 
about 45 degrees on the horizontal. The stomach 
has the form of a sock or a hammock. The liver is 
almost as broad as it is high. 

As the pathology of the duodenum is of increasing 
interest to surgeons today, the author believes that 
the various normal forms of the duodenum should be 
emphasized in order that normal positions may not 
be regarded as pathological. 


WALTER C. Burket, M.D. 


Brown, K. P.: Simple Ulcers of the Jejunum and 
Hleum. Edinburgh M.J., 1924, n.s. xxxi, 45. 

The literature contains the reports of only thirty- 
five cases of simple ulcer of the small intestine. These 
do not include peptic ulcers found in the stomach 
and duodenum or secondary ulcers occurring in the 
small bowel in dysentery, tuberculosis, carcinoma, 
and intestinal obstruction. 

Simple ulcers are found more frequently in the 
ileum than the jejunum. As a rule they are round 
and clean-cut, with punched-out edges, the mucosa 
suffering considerably more extensively than the 
serous coat. There is usually very little inflamma- 
tory reaction. 

The etiology is obscure. The most logical theory 
attributes them to infection. Trauma, the occur- 


rence of rests of gastric mucosa in the intestines, and 
abnormal functioning of the endocrine glands may 
be other factors. 

Simple ulcers of the jejunum and ileum occur 
more commonly in the male than the female. The 
most constant symptom is pain in the middle of the 
abdomen. Often this is associated with the inges- 
tion of food. Usually it is not severe enough to cause 
the patient to seek surgical treatment until perfora 
tion occurs. The syndrome is most commonly con 
fused with that of gastric and duodenal ulcer and 
acute appendicitis. 

The treatment is surgical. Simple closure of the 
perforation is best if it can be done without narrow- 
ing the bowel too much. Enterectomy may be 
necessary. Drainage is usually required if the per- 
foration is in the lower bowel. 

The author reports in detail two cases of simple 
ulcers of the ileum which came under his observa- 
tion. Cyrit J. Graseet, M.D 


Gladstone, R. J., and Wakeley, C. P. G.: The 
Relative Frequency of the Various Positions 
of the Vermiform Aprendix as Ascertained by 
an Analysis of 3,000 Cases. Bril. J. Surg., 1024, 
Xl, 503. 

The authors observed the position of the appendix 
in 3,000 Cases at operation or at autopsy. In twenty 
seven (0.9 per cent), it was anterior or pre-ileal; in 
fifteen (0.5 per cent), splenic or postileal; in 825 
(27.5 per cent), pelvic, on the psoas muscle, near ot 
hanging over the brim of the pelvis; in fifty-six 
(1.86 per cent), subcwcal beneath the caput ciwci; 
and in 2,076 (69.2 per cent), postcecal and retro 
colic. In one case the appendix and caecum were 
displaced upward and to the left beneath the stom 
ach and in front of, and below, the transverse 
colon. 

Four varieties of the most common type, th¢ 
postcecal or retrocolic appendix, were found. These 
are described as follows: 

1. Appendix free in a postexcal or retrocoli 
pouch of peritoneum. 

2. Appendix held in contact with the caecum or 
the ascending colon by a short mesentery. 

3. Appendix adherent to the cecum or colon 
which, with the appendix, form the anterior wall o 
retrocolic pouch of peritoneum. 
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4. Appendix behind the cecum and ascending 
colon, but because of obliteration of the retrocolic 
pouch, entirely extraperitoneal. 

Congenital absence of the appendix and left-sided 
appendix were not found in this series of cases. 

Joun L. Dies, M.D. 


Cross, D. G. T. K.: Action of Physostigmine and 
Pituitrin upon the Isolated Vermiform Appen- 
dix. Brit. M. J., 1924, i, 9. 

This article is concerned only with ileus of the 
dvnamic type. The author discusses the danger of 
ileus, Cannon’s and Murphy’s conclusions as to the 
cause, and the past and present methods of treat- 
ment. In animal experiments Gunn found that there 
appeared to be a genuine synergism between pitui- 
trin and physostigmine evidenced by the fact that 
smaller doses of these substances in combination 
produced a more pronounced stimulative effect on 
the intestinal movements than much larger doses of 
either given alone. He therefore suggested that a 
combination of pituitrin and physostigmine would 
probably be more efficacious than either alone in the 
treatment of postoperative ileus. 

The large majority of the cases of slight post- 
operative distention studied by the author yielded 
to enemata. A certain number, which were more 
resistant, responded to pituitrin or physostigmine 
alone. The remaining cases were not benefited by 
either drug separately and therefore were treated 
with both. The results in the latter were as follows: 

In five cases which were considered desperate the 
relief given was astonishing. In one case, 5 ft., and 
in another, 6 ft. of gangrenous intestine were re- 
moved. In one case an incarcerated uterus formed 
an absolute mechanical obstruction in the pelvis. 
In one case the treatment failed entirely as the 
patient succumbed to an intense general septi- 
caemia. 

Experiments were made also on isolated human 
appendices suspended in Locke’s solution kept at a 
temperature of about 37 degrees C. 

The author offers the following summary: 

1. Experiments on the isolated human appendix 
have shown that physostigmine and pituitrin in 
combination have a more powerful effect in stimulat- 
ing movements of the intestine than either alone. 

2. A number of cases of severe postoperative 
atony are described in which this combination 
relieved the condition when physostigmine or 
pituitrin alone failed to do so. Indeed no case thus 
treated has failed to respond unless there was unsus- 
pected mechanical obstruction. 

Emit C. Ropitsuek, M.D. 


Wilkie, D. P. D.: Temporary Extra-Abdominal 
Intestinal Anastomosis Through a Tube. Brit. 
J. Surg., 1924, xi, 568. 


rhe question of short-circuiting an obstruction 
of the intestine by means of a tube leading from the 
distended bowel above to the empty intestine below 
has hitherto received scant attention. Wilkie reports 
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Upper tube draining first coil of jejunum connected up 
with lower tube enterinz coil of small intestine be'ow 
obstruction. A constant stream of contents passed through 
this circuit for five days. 


a case of acute perforative appendicitis in which 
obstruction developed on the fourth day after opera- 
tion. Under gas anesthesia, a loop of intestine below 
the obstruction was exposed and a rubber tube 
inserted. Gas, but practically no solid contents, 
came away. Large quantities of glucose and pep- 
tonized milk were then given through the tube. 
Later, the patient’s condition becoming more un- 
favorable, a loop of gut above the obstruction was 
brought out under local anaesthesia and a second 
tube inserted. A large quantity of facal matter 
came away, but the patient failed rapidly. The two 
tubes were then connected up so as to short-circuit 
the obstruction and to form an artificia] intestinal 
loop. Thereafter the patient steadily improved, and 
two months later was able to resume his work, en- 
tirely well. Joun L. Dies, M.D. 


Fansler, W. A.: The Rectum as a Factor in Chronic 
Focal Infection. Minnesota Med., 1924, vii, 110. 

No case in which focal infection is suspected 
should be deprived of the benefit.of a rectal examina- 
tion. As a rule, proctitis and colitis are easily diag- 
nosed by means of the proctoscope. Infected hamor- 
rhoids are usually recognized but occasionally the 
ulceration is hidden. Ulcers present little difficulty 
if the proctoscope is employed, but a Huston valve 
may sometimes conceal them. 

Cryptitis should be recognized, for although it 
may cause few symptoms, it is the most frequent 
forerunner of sinus. All of the crypts should be 
explored and particular attention should be paid to 
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the terminal portions which may harbor infection, 
the starting point of an abscess. 

Sinuses are most frequently overlooked. These 
usually open into the pocket at the lower end of a 
crypt, but in rare cases open above the crypt area. 
They extend: (1) outward and downward; (2) up- 
ward; (3) downward just beneath the skin; and rarely 
(4) into the tissues at right angles to the rectal 
wall. They are always the result of abscess forma- 
tion. The latter may be a frank perianal or ischio- 
rectal suppuration or a slowly growing indurated 
abscess which evacuates into the bowel. Inguinal 
adenopathy may be associated with it. To diagnose 
the sinus the lower rectum should be dilated and the 
crypts of Morgagni explored with blunt probes. 

M. L. Mason, M.D. 


Anduze: A Case of Serious Hemorrhagic Recto- 
Colitis Treated with the Antihzemorrhagic 
Serum of Dufour and Le Hello (A propos d’un 
cas de recto-colite hémorragique grave traité par 
le sérum antihémorragique de Dufour et Le Hello). 
Bull. et mém. Soc. méd. d. hip. de Par., 1923, 3 S: 
XXXI1X, 1478. 

The case reported was that of a 35-year-old man 
who, from 1907 to 1919, had simple mucohemor- 
rhagic evacuations every three months and from 
1919 to 1921, once every month. During the last 
month before he consulted Anduze, severe intestinal 
hemorrhages occurred about every fourth day dur- 
ing defecation and were associated with tenesmus 
and griping along the course of the pelvic colon. 
The patient was very poorly nourished, walked with 
pain, and appeared exsanguinated. He had been 
treated by several physicians for dysentery. 

On examination no hemorrhoids were palpated 
and the rectal mucosa felt soft, but the examining 
finger was covered with blood. Stool examination 
showed only the usual findings and no protozoan 
parasites or cysts. On rectosigmoidoscopic examina- 
tion at a distance of 15 to 30 cm. from the anus or as 
far as,the instrument would reach the mucosa was 
red, congested, and very friable. Bleeding was 
caused by the least touch. No tumor or ulcerations 
were seen. Because of the clinical course the patient 
was put on emetine treatment for amcebic dysentery. 
This was without benefit. The haemorrhages be- 
came more severe and large blood clots were passed. 
Irrigations with tannin, krameria, calcium chloride, 
silver nitrate, etc. failed to give relief. 

Following the intramuscular injection of 20 c.cm. 
of the antiheamorrhagic serum of Dufour and Le 
Hello there was severe shock with diarrhoea and 
vomiting, but the hemorrhage decreased and on the 
second day ceased. Sixteen days later, when it 
recurred, 40 c.cm. of the serum were given; the 
doses were divided to avoid anaphylactic reaction. 
Shock was less severe. Bleeding ceased within two 


. days. The patient gained weight and color, and his 
general condition became excellent. 

About three months later another recurrence of 
the haemorrhage, which was treated with 4o c.cm. 
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of the serum, subsided in one day. During the next 
ten months the patient gained 32 lbs. and re. 
turned to work. Rectoscopic examination showed 
nothing abnormal. The rectum was treated daily 
with Friedal’s mixture (dermatol, 10 gm; calcium 
carbonate, 20 gm.; laudanum, 30 drops; oil of go- 
menol, ro c.cm.; adrenalin, 30 drops; mucilage 709 
gm.). 

Another slight recurrent rectal hemorrhage was 
treated with an injection of the serum followed by 
daily lavage with a weak silver nitrate solution for 
six months. There has been no further bleeding for 
one year. WALTER C. Burkert, \.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Schneider, J. P.: The Diagnosis of Chronic Cho- 
lecystitis. Minnesota Med., 1923, vi, 677. 

Bissell, F. S.: The Roentgenological Diagnosis of 
Chronic Cholecystitis. Minnesota Med., 1923, vi, 


68r. 
Ritchie, H. P.: The Surgical Diagnosis of Gall- 
Bladder Disease. Minnesota Med., 1923, vi, 683. 
Schwyzer, A.: The Surgical Treatment of Diseases 
of the Gall Bladder and Bile Channels. 3/ ijjyv- 
sola Med., 1923, vi, 688. 


SCHNEIDER states that the development of chronic 
cholecystitis may be divided into decades. The 
first and second decades are characterized by symp- 
toms of a toxic condition, such as periodic headache, 
and by reflex digestive disturbances, such as fullness, 
belching, and qualitative food distress. During this 
early period there are no localizing signs. During 
the third and fourth decades the symptoms become 
more pronounced. For a time there are attacks of 
vomiting and a dull ache in the right hypochon- 
drium. Later there are definite attacks of biliary colic 
with evidence of active infection in the biliary tract. 
From the fourth to the eighth decade the complica- 
tions are apt to appear in the form of empyema of 
the gall bladder, gangrene, stone in the common duct, 
pancreatitis, and malignant disease. 

In the differentia! diagnosis, disease of the duo 
denum, appendix, and right kidney, and definitely 
medical conditions such as angina pectoris and the 
gastric crises of tabes must be considered. Careful 
attention to the history supplemented by laboratory 
studies will usually define the lesion. 

The author directs attention to the following 
atypical forms of gall-bladder disease: 

1. The silent gall bladder in which the first 
symptoms are a severe and sudden biliary coli 

2. The febrile gall bladder with absence of local 
symptoms and a daily rise in the temperatur 
similar to that of pulmonary tuberculosis. 

3. The neurological gall bladder, with absence of 
abdominal complaint but with a variety of nervous 
symptoms. 

4. The hypercholesteremic gall bladder with such 
conditions as pernicious anemia and hemolyti 
jaundice. 

























BIsSELL reports that the statistics of diagnostic 
results are largely problematical because the nega 
tive cases are rarely checked by operation or autopsy. 

All cases referred to Bissell for X-ray study of the 
stomach and duodenum are subjected to a study 
of the gall bladder, especially if the stomach and 
duodenum are found to be negative in the presence 
of symptoms in the upper part of the abdomen. 

The patient is fasted for twelve hours and at the 
end of that time a series of roentgenograms of vary- 
ing densities are made of the right half of the ab- 
domen with rays of different degrees of penetration. 
A routine gastric examination is then made. Direct 
evidence of gall-bladder disease is its visualization 
or the presence of shadows cast by stones. The 
contents of the gall bladder and the condition of its 
walls determine its presence or absence in the roent- 
genogram. The normal gall bladder is not visible. 
Indirect evidence of disease of this viscus is given 
by changes in the motility and tonicity of the stom- 
ach and pylorus and by pressure deformity of the 
pylorus and duodenal cap. 

Roentgen signs are considered conclusive in many 
cases and in others are only contributory to the 
ultimate diagnosis. 

RITCHIE’s discussion deals with the interpretation 
of surgical pathology found at operation. Following 
adequate exposure of the parts there should be a 
definite form of procedure in the examination of the 
gall bladder, cystic duct, common duct, pancreas, 
duodenum, hepatic ducts, lymph glands, and liver. 
One must be on the lookout for anomalies of the 
vessels and ducts. Inspection and palpation of the 
gall bladder will reveal changes in its color, the 
thickness of its walls, its degree of compressibility, 
and the gross nature of its contents. The fundus is 
the most common site of macroscopic disease. The 
pelvis must be carefully freed to expose the cystic 
duct and to avoid operative mistakes. By the in- 
sertion of a finger into the foramen of Winslow the 
main portion of the common duct can be palpated 
and the condition of the head of the pancreas de- 
termined. If necessary, the pancreas may be exposed 
through the gastrohepatic omentum. Changes in 
the appearance of the liver are also important; 
Graham demonstrated a relationship between hep- 
atitis and disease of the gall bladder, pancreas, and 
appendix. 

The operative procedure should be determined on 
the basis of the character and degree of infection in 
the biliary tract. Radical surgery is not indicated 
in the presence of severe acute infection in a very 
sick patient. Acute cholecystitis calls for good 
surgical judgment. 

Malignancy usually involves the entire organ. 
Adenocarcinoma may occur in the large gall bladder. 

Perforative lesions commonly involve the stomach 
or some part of the intestinal tract. Malignancy 
of the pancreas may be difficult to distinguish from 
chronic inflammation. Acute pancreatitis may be an 
abdominal catastrophe or, in its milder forms, may 
simulate an attack of cholelithiasis. 
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If the hemolymphatic route of infection can be 
proved clinically, the removal of the gall bladder in 
the early stages of the disease will depend upon 
the demonstration of changes in the liver. 

SCHWYZER states that in favorable cases, a dis- 
eased gall bladder should be removed rather than 
drained and, if possible, the wound should be closed 
without drainage. Cholecystostomy is indicated 
when severe local infection is encountered in a very 
sick patient; the site of operation should be well 
walled off and freely drained. Other things being 
equal, gangrene and empyema are not contra- 
indications to cholecystectomy. 

Apparently symptomless stones in the gall bladder 
which may be encountered during exploration in a 
pelvic operation can be removed through a separate 
small incision. A drain should then be left in the 
gall bladder. ‘‘Ideal cholecystotomy” should be 
employed with extreme caution. 

In severe cholemia, a simple cholecystostomy 
under local anesthesia can be done safely. The 
operation should be preceded by the administration 
of calcium. 

A swollen lumpy pancreas is not an indication for 
saving and draining the gall bladder as this con 
dition usually subsides after cholecystectomy. 

In the majority of cases of clean cholecystectomy 
drainage of the field of operation can be safely dis- 
carded. A cholecystostomy needs no other drain 
except the tube in the gall bladder. When drainage 
is indicated because of severe infection it should 
be established by soft rubber tubes or tissue rather 
than gauze. 

When the common duct has been explored it 
should be drained because of the frequent temporary 
interference with the outlet of bile into the duo 
denum. Drainage of the duct is indicated especially 
in the presence of “white bile.” 

Injury of the ducts is a serious complication of 
operation and is best avoided by thorough expos- 
ure and accurate identification of the structures. 
Carcinoma of the gall bladder and ducts is usually a 
hopeless condition when it is seen by the surgeon. 
VERNE G. BurDpEN, M.D. 


Muscatello, G.: Cholelithiasis, with Particular 
Reference to Infections of the Gall Bladder 
and Pancreatic Complications (La colelitiasi 
con speciale riguardo alle infezioni della cistifellea 
ed alle complicazioni pancreatiche). Riforma med., 
1923, XXXiX, 1072. 

The author discusses cholelithiasis from the 
surgical point of view and urges closer collaboration 
between the surgeon and internist in the diagnosis 
and treatment. The problem is not purely surgical 
as even under the most favorable conditions opera 
tion does not always give a satisfactory result. In a 
considerable number of cases the reason for an 
unsatisfactory result ° delay of surgical intervention. 
The dangers of « m increase directly with the 
length of time «vn is postponed. The danger 
to which the pa_.ent is exposed when treated medi 
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cally over a long period of time may be greater than 
that of a stormy postoperative convalescence. 

Recent pathological investigations of the biliary 
passages have led to the view that gall stones are due 
usually to infection of the gall bladder. Infection is 
found in at least three-fourths of cases of choleli- 
thiasis. In most of the others, metabolic processes 
and disturbances account for the calculi. The very 
rare intrahepatic stones are due to chronic stasis and 
obstruction. The theory that biliary stasis may 
account for stones has received considerable support 
of late from Hendrickson, Shikinani, and Berg. 

Infections reach the gall bladder either through 
the blood stream by way of the portal system or by 
the lymphatics. With regard to the association of 
appendicitis with cholelithiasis, the author states 
that as there is no direct communication between 
the appendix and the gall bladder, we must assume 
that infections developing in the appendix reach the 
gall bladder through the hepatic circulation. The 
assumption that the spleen may cause gall-bladder 
disease by eliminating toxins and the products of 
infection into the portal stream is yet to be proved. 

Stones may be formed around deposits of choles- 
terin esters which become detached and mixed 
with desquamated epithelium and lipoid substances. 
It is probable that they may be formed in this man- 
ner without previous infection. Mann has been able 
to produce stones experimentally by the intravenous 
injection of chemicals. 

Rosenow found bacteria in the substance of the 
gall-bladder wall but not in the bile. In chronic 
cholecystitis such bacteria may at times become 
active and cause acute exacerbations. The forma- 
tion of stones in an apparently normal gall bladder 
is yet to be explained. The theory that it may be 
due to a transient infection which has left no trace 
has not been proved. 

Pancreatitis is now known to be a much more 
common complication of cholecystitis than was 
formerly believed. The infection is spread by con- 
tact or by way of the lymphatics. Inflammatory 
lesions are interlobular and usually limited te the 
head of the pancreas. The islands of Langerhans 
are seldom involved. Chronic pancreatitis rarely 
develops to the stage of necrosis. If it is not too far 
advanced it can be cured by cholecystectomy or 
cholecystostomy and drainage. Even in advanced 
cases, surgery of the gall bladder will improve the 
condition unless marked sclerotic changes have 
occurred. One of the organs most frequently re- 
sponsible for chronic pancreatitis is the appendix. 
In 1923 Braithwaite reported that there is a direct 
communication between these structures through 
the superior mesenteric lymph nodes. Infection 
reaching the pancreas through the common duct 
usually causes an acute hemorrhagic reaction. 

To date, no method has been found by which the 
correct diagnosis of cholelithiasis can always be 
assured. Palpation is seldom satisfactory. As a 


rule, cholesterin calculi cause a disturbance only 
when they are large enough to cause obstruction. 
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In such cases there are sudden attacks of severe 
colic of short duration. During the interval between 
the attacks the patient is free from symptoms, A 
similar syndrome may result from kinking. Other 
types of stones, due primarily to infection, usually 
cause the symptomatic triad of: (1) dyspepsia, 
which at first is mild, but gradually increases jp 
severity, (2) colics which are gradual in onset. 
and (3) fever, usually accompanying the attacks. 
The use of the duodenal tube has not given any 
valuable aid in the treatment or diagnosis. The 
X-ray has its limitations, but a gall bladder that can 
be demonstrated in the roentgenogram may be 
considered definitely diseased. Functional tests of 
the liver do not furnish the information desired. A 
diagnosis of spasm of the common duct sphincter 
should be made with caution. 

In the occasional case of cholecystitis, medical 
treatment may result in cure, but in cholelithiasis 
it is of no value. No substance is known which will 
dissolve stones within the body. The passage of a 
small stone does not cure the disease; there are 
always others. A large stone, in its attempt to 
descend, may cause perforation with disastrous re- 
sults. The chronic cases allowed to go on for years, 
with medical treatment during the acute attacks, 
may suddenly flare up with unexpected and severe 
complications which become more dangerous as the 
patient becomes older. 

In the treatment of cases of repeated attacks of 
biliary colic the medical practitioner should bear in 
mind the possibility of such conditions as acute 
diffuse angiocholitis, acute atrophy of the liver, per- 
foration with peritonitis, abscess formation with 
rupture, acute obstruction, and acute hemorrhagic 
pancreatitis. Besides these complications, there are 
two which, though they develop gradually, may 
assume a serious aspect, viz., chronic cirrhotic pan- 
creatitis and diffuse hydrops of the biliary passages. 
There is also the possibility of carcinoma of the gall 
bladder which not infrequently develops in the 
presence of calculi. 

The uncertain effect of medical treatment and 
the persistency and severity of attacks have recently 
reacted in favor of surgical intervention. Operation, 
however, is not to be considered when stones are 
merely suspected and the attacks are transient and 
of slight severity. 

In general, the best time for operation is between 
attacks, unless the symptoms and abdominal find- 
ings warrant immediate intervention. The indica- 
tions for operation are summarized by the author as 
follows: 

1. Aseptic cases in which the condition is due to 
occlusion caused by stones or kinking. The mor- 
tality in these cases is practically nil. Temporizing 
leads to the development of complicating inflam- 
matory reactions. 

2. Infected cases in which there may be perfora- 
tion, empyema, cholangeitis, or abscess formation. 

3. Acute localized cholecystitis without complica- 
tions. Operative measures should be _ instituted 
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between attacks. If the patient is under 45 years of 
age it is best to operate early, but if he is older, 
operation should be resorted to only when medical 
treatment is found of no avail. 

4. Hydrops of the gall bladder. Operation is 
necessary to prevent perforation and suppuration. 

<. Cases of complete common-duct occlusion. 
Operation should be done preferably between 
attacks. Such cases often develop serious complica- 
tions. Acute occlusion with fever demands im- 
mediate operation. 

6. Angiocholitis and hepatic reactions complicat- 
ing cholecystitis. Immediate operation is indicated. 
According to the patient’s condition, either a 
cholecystostomy or a choledochotomy with drainage 
should be done. 

7. Cases of acute hemorrhagic pancreatitis. 
Immediate intervention is necessary. If cholecyst- 
itis is present, cholecystostomy is indicated. In 
cases of chronic pancreatitis complicating gall-blad- 
der disease the treatment should be cholecystostomy 
or cholecystectomy with choledochotomy and drain- 
age. If the pancreatitis is of a cirrhotic nature with 
involvement of the papilla, either a choledocho- 
duodenostomy or cholecystogastrostomy may be 
attempted. 

8. Cases of combined appendicitis and cholecyst- 
itis. Immediate operation is indicated. 

The postoperative mortality depends chiefly on 
delay of the operation. The most common causes 
of death are peritonitis from infected bile and pneu- 
monia from infected emboli. 

With the exception of extremely rare cases, all of 
the so-called postoperative recurrences are due 
chiefly to delay of surgical intervention. It is possible 
that a stone in an inaccessible location may escape 
the surgeon, but it is only when operation is delayed 
that stones migrate to the inaccessible areas and 
adhesions are formed. The persistence of chronic 
pancreatitis after operation is also due to delay of 
surgical treatment. Achylia following operation is 
never sufficiently severe to cause serious disturbance, 
and as a rule it was present before the operation. 
The possibility of postoperative hernia is no longer 
a valid reason for delaying operation as the improve- 
ment in operative technique and the elimination of 
drainage have greatly reduced the incidence of 
this complication. Drainage is necessary usually 
because operation has been too long delayed. The 
author’s statistics show a recurrence of disturbances 
in 5 per cent of the cases operated upon for acute 
cholecystitis, 24 per cent of those operated upon for 
chronic cholecystitis, and 25 per cent of those in 
which the common duct had become involved. 

Careful pre-operative preparation is necessary in 
every case. The presence of jaundice is an indica- 
tion for the intravenous injection of 5 c.cm. of a ro 
per cent solution of calcium chloride for three days 
previous to operation. 

Combined local and general anesthesia is best. 
Either a paramedian or a transrectus incision should 
be made. When the abdomen has been opened, 
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the appendix, duodenum, and stomach should be 
inspected. Cholecystostomy is the procedure of 
choice in urgent cases in which a more radical 
operation is not warranted, in cases of pancreatitis 
and cholecystitis without stone, and in cases of 
cholangeitis without stone in which cholecystectomy 
is impossible. Cholecystectomy is the method of 
choice in all cases in which it can be done success- 
fully. In occlusion of the common duct, choledo- 
chotomy is necessary. If the attack is accompanied 
by jaundice and fever, a two-stage operation is 
indicated: the first stage, cholecystostomy with the 
extraction of calculi and drainage and, if the gall 
bladder is sclerotic, choledochotomy with drainage; 
the second stage, cholecystectomy. In the absence 
of a recent active infection, drainage can be dis- 
pensed with, but otherwise is essential. When in 
doubt, the author drains. In uncomplicated cases a 
single tube is sufficient. The possibility of the 
formation of adhesions is not a contra-indication to 
drainage. In a large series of cases the author found 
it necessary to re-open the abdomen and free ad- 
hesions in only two, and in both of these, drainage 
had not been established. He objects to a T drain, 
preferring a single tube surrounded by two small 
strips of gauze. 

In conclusion, Muscatello states that while 
choledochoduodenostomy appears to be a rational 
procedure, it is still too early to pass final judgment 
regarding it. The transduodenal choledochotomy 
advocated by Lorenz has a disadvantage in the 
aperture in the intestinal tract. Walzel preferred 
supraduodenal choledochotomy; he cut the sphinc- 
ter of the choledochus to allow free drainage into the 
duodenum and when the lumen was sufficiently 
wide he established choledochoduodenal drainage 
by means of tubing. James V. Ricci, M.D. 


Rovsing, T.: Further Contributions on the Patho- 
genesis of Cholelithiasis (Weiter Beitraege zur 
Pathogenese der Gallensteinkrankheit). Acta chir- 
urg. Scand., 1923, lvi, 207. 

The author reviews his experience with 530 opera- 
tive cases of gall stones and states his opinion that 
the primary foci for gall-stone formation are the 
smaller bile passages in the liver. A precipitate of 
pigment in the bile passages becomes surrounded by 
mucoid material, epithelial cells, and blood cells 
and the mass is bound together by cholesterin, bili- 
rubin, and biliverdin salts. With the flow of bile 
these minute granules are distributed throughout 
the bile passages and the gall bladder. The concen- 
tration of fluid in the gall bladder, which is particu- 
larly marked in states of overnourishment and dis- 
ease, leads to a clumping together and a settling out 
of these small masses, which then receive further 
deposits of bile and lime salts. 

The formation of pure cholesterin stones is essen- 
tially the same process in its early stages as that of 
any other types. Cholesterin, working into the 
interstices and fissures of the small pigment masses, 
exerts its well-known solvent action which results 
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in the replacement of the pigment by cholesterin 
partially or, in rare instances, completely. Proof 
of this is the fact that pure small cholesterin stones 
are never found, as they would be if the process were 
only a gradual accumulation of cholesterin. On the 
other hand, stones of all sizes are found with a pure 
cholesterin coating and a nucleus of pigment of vary- 
ing size which represent stages of pigment absorption. 

Conditions favoring the precipitation of bile pig- 
ment in the liver passages are pregnancy, infection, 
and overnourishment. 

Presenting statistics to show that gall stones are 
much more common in multipare than primipare 
the author explains the pigment precipitation on the 
basis of toxic substances in the maternal circulation. 
Body dehydration accompanying fetal growth and 
lactation may be another factor. 

Thirty-two cases of pure pigment stones found at 
autopsy in gall bladders that appeared normal 
illustrate the réle of infections and systemic tox- 
wzmias in pigment precipitation. The pigment stones 
were certainly of recent origin and found through- 
out the duct system. 

The author’s discussion of the relation of infection 
and bile stasis in the biliary system ends with the 
conclusion that bile stasis with or without infection 
does not play a beginning réle in the formation of 
gall stones. This is the opposite of Naunyn’s theory. 
Cases coming to autopsy in which there had been a 
history of infectious jaundice failed to show stone 
formation with regularity. Infection superimposed 
on biliary tract obstruction from causes other than 
stone also failed to show evidence of stone formation 
such as might be expected if stasis and infection are 
prerequisites. In the great majority of instances 
infection is a complication rather than a precursor of 
cholelithiasis. 

Ptosis and associated biliary stasis are not factors 
in stone formation. Of 530 cases operated upon for 
gall stones only eighteen showed gastrocolic ptosis 
and in none of these was operation necessary for that 
condition. Of 300 cases operated upon for ptosis, 
gall stones were found in only 2.6 per cent. 

The association of obesity and gall stones is purely 
clinical. However, most cases of acute biliary tract 
pain with the discharge of large numbers of small 
pigment stones into the intestine are those of obese 
persons. 

Cholecystotomy is by all means the operation of 
choice for the surgical treatment of cholelithiasis. 
Among 320 cases so treated the author found only 
one instance of true recurrence of stones and one 
instance of doubtful recurrence. Cholecystectomy 
does not prevent recurrence of stones and carries 
definite detrimental sequela with it such as achylia 
gastrica, gastric hypo-acidity, dyspepsia, and the 
liability to increased infection of the biliary tract. 
Achylia gastrica occurred in sixteen of twenty-two 
cases of known cystic duct obstruction, gastric hypo- 
acidity in two, and normal acidity in four. 

The general law that obstruction to a hollow viscus 
is followed by dilatation of the sphincters below it is 
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exemplified in obliteration or obstruction of the 
cystic bile duct. Relaxation of the sphincter of Odqdj 
and decreased gastric acidity favor infection of the 
biliary ducts. Experimentally it has been shown 
that following ligation of the cystic duct the pan- 
creatic secretion is diminished by approximately 
one-third. ; 
Cholecystectomy should be performed only under 
unusual circumstances such as atresia of the cystic 
duct or gangrene of the gall bladder. Partial gan- 
grene warrants resection of the gangrenous area. 
Wirtitam P. Van WAGENEN, M.D. 


Wahl, H. R.: Carcinoma of the Biliary Tract. 
Med. Clin. N. Am., 1924, vii, 1331. 


Six cases of carcinoma of the biliary tract are 
discussed from the standpoints of clinical and autop- 
sy findings. 

The first case was that of a 75-year-old woman 
with syphilis who, for nine months, had had vague 
abdominal pain, oedema of the feet, shortness of 
breath, enlargement of the abdomen, and slight 
jaundice. A movable mass was palpated to the 
right of the umbilicus. There was no history of 
gall-bladder disease. Autopsy revealed primary 
carcinoma of the gall bladder which had perforated 
into the colon, and numerous metastatic tumors in 
the liver. 

The second case was that of a man aged 61 years 
who had had severe abdominal pain, cedema of the 
feet, shortness of breath, and ascites for several 
months. Large amounts of straw-colored fluid were 
removed at frequent tappings. The liver was 
markedly enlarged. There was no jaundice. At 
autopsy the surface of the liver was found to be 
smooth and regular but the right lobe had become 
almost entirely replaced by a gelatinous carcinoma. 
In the left lobe were many smaller masses. This 
was a case of primary carcinoma of the liver arising 
from bile-duct epithelium. 

The third patient, a woman 73 years old, had had 
discomfort and pain in the right upper quadrant for 
ten weeks, and for eight weeks deep jaundice and 
clay stools. There was no history of biliary colic. 
The liver was enlarged. Autopsy revealed a primary 
carcinoma of the liver which diffusely involved the 
small ducts and was associated with a marked 
fibrosis. 

The fourth case was that of a man aged 51 years 
who had had diarrhoea and deep constant jaundice 
for about ten months. There was no pain or history 
of gall stones. The liver was enlarged. Death 
occurred on the day following a laparotomy. Au- 
topsy showed a hard fibrous bile-duct carcinoma 
involving the juncture of the right and left hepatic 
ducts and causing complete obstruction. 

The fifth case was a case of primary carcinoma of 
the juncture of the cystic, hepatic, and common 
ducts in a woman 66 years of age who had been 
deeply jaundiced for five months. 

The sixth case was that of a woman 70 years of age 
who had had biliary colic for many years and had 
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been jaundiced for six weeks. Four years ago she 
had had a cholecystostomy for stones. The author 
removed a stone from the common duct and per- 
formed acholecystectomy. Death occurred the next 
dav. At autopsy the common duct was found 
markedly dilated and the ampulla of Vater involved 
by a carcinoma. VERNE G. BurpeEN, M.D. 


Inlow, W. DeP.: The Spleen and Digestion. Study 
IV. The Spleen and Biliary Secretion: The 
Reaction in Bile-Pigment Secretion Following 
Splenectomy. Am. J. M. Sc., 1924, clxvii, ro. 


The author reports experimental data regarding 
the biliary secretion in four dogs, three of which 
were splenectomized. 

In normal dogs with biliary fistulae it was found 
that the greatest flow of bile occurs during the feed 
ing of meat, and the least during fasting. The 
amount of bile acid fluctuates decidedly; it seems 
greatest on meals of lard and of meat and varies 
directly with the amount of bile secreted. The out- 
put of bile pigment from hour to hour is remarkably 
uniform. It does not vary with the amount of bile 
secreted; the concentration of pigment is low when 
the amount of bile is great, and high when the 
amount of bile is small. The total amount of pigment 
remains about constant. On the average, about 3 
mgm. of bilirubin are secreted for each kilogram of 
body weight in six hours. The output of pigment 
seems to be little influenced by the food. 

Following splenectomy the amount of bile secreted 
when food is given is increased about one-fourth 
above the amount under similar conditions before 
splenectomy. Fluctuations in the amount of bile 
are more marked. The amount of bile acid remains 
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about the same. There is an immediate slight rise 
in the percentage of hemoglobin in the peripheral 
blood and in the erythrocyte count, which is followed 
by anemia in which the percentage of haemoglobin 
falls more rapidly and tends to return toward the 
normal more rapidly than does the erythrocyte 
count. The curve representing the output of bili- 
rubin resembles that representing the percentage 
of hemoglobin. An immediate rise after splenectomy 
is followed by a fall to much below the normal which 
is most marked between the tenth and twenty-fifth 
days. The curve then rises again. The fluctuations 
in output of bile pigment are much more marked. 
When the pigment secreted is determined during 
a sufficiently long time the average amount is found 
to remain the same. The author suggests that the 
disagreement in the findings of previous investiga- 
tors may be merely an expression of the reaction 
mentioned and due to differences in the length of 
time after splenectomy at which the determinations 
were made. 

It is probable that there is a normal cyclic varia- 
tion in the output of bile pigment. The chief fluctua- 
tions seem to come at intervals of approximately one 
month; between these are minor fluctuations. The 
fluctuations are markedly accentuated by removal 
of the spleen. 

The hypothesis is proposed that the factor or 
factors responsible for the blood picture after 
splenectomy are responsible also for the reaction in 
the secretion of bile pigment after removal of the 
spleen, and that if there is a cyclic mechanism in the 
elaboration of bile pigment, the spleen exercises a 
regulatory influence upon this phenomenon. 

J. S. Bottman, M.D. 
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UTERUS 


Whitehouse, B., and Featherstone, H.: Certain 
Observations on the Innervation of the Uterus. 
J. Obst. & Gynec. Brit. Emp., 1923, xxx, 565. 


The problem of uterine innervation and the nerv- 
ous mechanism controlling parturition has in- 
terested the physiologist for many years and is of 
considerable practical importance to the obstetri- 
cian. 

The theories generally accepted today may be 
summarized as follows: 

1. The nervous mechanism controlling the uterus 
constituted by three systems: (1) local; (2) 
sympathetic; (3) lumbosacral autonomic. 

2. The local system is capable of producing rhyth- 
mical uterine contractions and is independent of the 
sympathetic and autonomic systems, in common 
with other involuntary muscle. 

3. The sympathetic stimuli are motor to the 
circular muscle fibers and inhibitory to the longi- 
tudinal bundles. 

4. Thelumbar cord stimuli are motor to the longi- 
tudinal fibers and have an inhibitory effect on the 
circular fibers. 

5. Both autonomic and sympathetic stimuli are 
controlled by higher centers in the medulla and 
possibly in the cortex, but are capable of acting 
independently. 

6. Reflexes, autonomic and sympathetic, are 
probably important factors in normal uterine con- 
traction. 

7. The effect of uterine contractions depends 
upon the integrity and correctly adjusted balance of 
the autonomic and sympathetic impulses. Disturb- 
ances in either, whether in the direction of aug- 
mentation or diminution, will interfere with the 
normal course of parturition. 

In the classical caesarean section the advantages 
of lumbar anesthesia, either alone or combined with 
general anesthesia, are evident. When inhibitory 
stimuli from the lumbar cord are eliminated and the 
hypogastric impulses are allowed full play, the 
circular muscle fibers of the uterus contract firmly 
and in so doing reduce hemorrhage to a negligible 
amount. In one case the fetus and five fibroids were 
removed at term with only a trifling amount of 
bleeding. 

The contraction of the circular fibers produces 
also more marked eversion of the edges of the uter- 
ine incision than usual, and consequently the in- 
troduction of the uterine sutures and accurate co- 
aptation of the cut surfaces are facilitated. 

In cases in which a temporary increase of intra- 
uterine tension is indicated, as in ante-partum hem- 
orrhage from premature separation of a normally 
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situated placenta, it is possible that this mav be 
obtained by means of lumbar cocainization without 
risk of inducing labor. 

In placenta previa, on the other hand, although 


the hemorrhage might be controlled temporaril 
by contraction of the lower uterine segment, it j 
probable that subsequently it would be increased 
because of greater separation of the placenta 

When the uterus is exhausted, spinal anesthesia 
will undoubtedly diminish the tendency to post 
partum hemorrhage. In the cases observed it dimin 
ished the amount of bleeding which occurred from 
the placental site. 

For the same reason the authors prefer spinal to 
general anesthesia when it is necessary to evacuate 
the uterus by the vaginal route during the earlier 
months of pregnancy. 

Tonic uterine contraction during labor, as in cases 
of contraction ring and so-called rigid cervix, the 
authors attribute to excessive sympathetic stimula- 
tion. 

Certain cases of intrinsic dysmenorrhoea may have 
a similar etiology since each menstrual period is a 
miniature labor. 

The authors warn against the employment of 
spinal anesthesia in cases of normal labor. By its 
use, dilatation of the cervix is delayed, and even if 
it is induced at the beginning of the second stage, 
the expulsive power of the uterus is diminished and 
forceps delivery with its attendant risks may be 
thereby rendered necessary. 

Epwarp L. CorNeLL, M.D 
Peters, L.: Electrothermocautery Treatment of 
Leucorrhoeea Due to Endocervicitis. California 
State J. M., 1923, xxi, 523. 

The true importance of chronic endocervicitis has 
been fully appreciated only in recent years. 

The condition is often attended with pain in the 
pelvis and back which disappears without other 
treatment when the endocervicitis is cured. In 
some cases this focus of infection may have sys 
temic effects. Endocervicitis is a common cause of 
sterility, and the constant irritation may result in 
cancer. 

In the past, the treatment of endocervicitis has 
been a veritable béte noire for both the general 
practitioner and the gynecologist. The ure 
cures” for it were legion. Frequently deep cauter- 
ization with lunar caustic or amputation of t! 
cervix was done, but the caustic sometimes caus‘ 
cicatricial closure of the cervical canal and som 
times hematometra or pyometra. Amputation o! 
the cervix in childbearing women resulted in mis 
carriage or dystocia from cicatricial contraction ot 
the cervix. In some cases, trachelorrhaphy was done 
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in an attempt to eradicate the diseased tissues, but 
recurrence was the rule. 

The cautery should be especially efficacious in 
curing endocervicitis due to gonorrhceal infection 
because the gonococcus is susceptible to even com- 
paratively low degrees of heat. This organism has 
been destroyed in the tissues by prolonged immer- 
sion in hot water, by hot air treatment, and even 
by hyperpyrexia. It therefore seems probable that 
the cautery would produce a degree of heat in 
the tissues between the cautery incisions sufficient 
to kill the infecting organisms without destroying 
the tissue cells. Epwarp L. Cornett, M.D. 


Corbus, B. C., and O’Connor, V. J.: The Treatment 
of Gonorrheeal Endocervicitis by Heat. Surg., 
Gynec. & Obst., 1924, XXXxviii, 119. 

The authors review the work of Curtis and others 
who demonstrated that the tubes and endometrium 
play a minor role in the persistence of endocervical 
infection. The most infectious and persistent dis- 
charge comes from the endocervical glands. There- 
fore the treatment must be directed toward destroy- 
ing the gonococcus with the least impairment of 
tissue. 

The gonococcus is instantly destroyed at a tem- 
perature of 113 degrees F., and prolonged exposure 
to a somewhat lower temperature gradually brings 
about its disintegration. 

The authors have used diathermy with a thermo- 
phore constructed so that the active electrode can be 
applied to the cervix. It is absolutely necessary to 
insure the proper temperature. The technique is 
given in detail. The temperature is maintained at 
116 to 117 degrees F. for from thirty to forty minutes 
and the treatments, which are painless, are repeated 
every week or ten days. Between treatments a wire 
bath speculum is inserted two or three times a week. 
The heat of the bath is raised from 100 to 110 de- 
grees F. 

Thirty-five women were treated by this method. 
Twenty-two were under observation for two years 
and eighteen for three years. All showed complete and 
permanent elimination of the gonococcus. Thirteen 
disappeared from observation after the termination 
of active treatment. The lowest number of treat- 
ments given in any one case was four, and the highest 
fourteen. 

In conclusion the authors discuss the clinical 
application of the treatment and the contra-indica- 
tions. Rotanp S. Cron, M.D. 


Mondor, H.: Diffuse Fatal Suppurating Peritonitis 
Occurring in the Course of Roentgen Treat- 
ment in a Case of Fibromyoma of the Uterus 
(Péritonite suppurée diffuse, mortelle, survenue au 
cours d’un traitement radio thérapique chez une 
malade atteinte de fibrome utérin). Bull. et mém. 
Soc. de chir. de Par., 1923, xlix, 1504. 


Che patient was given roentgen treatment three 
times without any intra-uterine manipulation, the 
last treatment being given on May 31, 1922, when 


she was menstruating. In the night of June 1 she 
awoke with a sudden sharp pain in the lower ab- 
domen. This was followed by a severe attack of 
vomiting and weakness. On June 2 she was ad- 
mitted to the hospital. Her temperature was then 
39.4 degrees C. and her pulse 110. Examination 
revealed distention of the abdomen and diffuse pain 
on palpation. Some rigidity was present; this was 
most marked in the left quadrant where the pain was 
most intense. A diagnosis of diffuse peritonitis of 
tubal origin was made. 

Under general anesthesia exploratory laparotomy 
was performed. When the peritoneum was opened a 
large amount of green pus escaped. A fibromyoma 
the size of a grapefruit was found on the fundus of 
the uterus, a large ruptured pyosalpinx on the left 
side, and an unruptured pyosalpinx the size of the 
thumb on the right side. A supracervical hysterec- 
tomy was performed with the establishment of abdo- 
minal drainage. 

The patient died two days later. Permission for 
autopsy was refused and no bacteriological exami 
nation of the pus was made. 

The author urges more thorough pelvic examina- 
tion to determine the absence of contra-indications 
before the X-ray or radium is used therapeutically. 

SALVATORE DI PAtmMA, M.D. 


Reder, F.: Lesions of the Cervical Stump of a 
Supravaginally Ablated Uterus. Am. J. Obst. 
& Gynec., 1924, vii, 173. 

If the patient has a family history of malignancy 
the assumption of the inherited tendency of a con- 
stitutional predisposition is sufficient to warrant 
total hysterectomy. In cases of cervical lacerations 
which have developed an extreme ectopic condition 
complete ablation of the uterus should be under- 
taken. 

Women with cervical disease amenable to a plastic 
operation and still in active sex life should be sub- 
jected to supravaginal section as the preferable opera- 
tion. In these cases a simple but thorough plastic 
should be performed on the cervix, sufficient in scope 
to remove all of the diseased tissue. -Special pre- 
cautions, however, should be exercised in equalizing 
the wound surfaces created by the wedge-shaped 
excisions in order that good apposition of the newly 
formed lips may be obtained. Such a cervix, after 
healing, is perfectly smooth and healthy in appear- 
ance, and all that emains of the cervical canal is 
almost completely obliterated. The removal of the 
cervical tissue should be as extensive as is judged 
consistent, since it is presumed upon histologic 
grounds that the removal of a large amount of the 
glandular portions of the cervix proportionately 
diminishes the chances of subsequent carcinomatous 
degeneration. 

In virgins, cancer of the cervix is extremely rare. 
Because of this fact, the cervix should be spared 
whenever possible in operative procedures ‘or fibroid 
uterus in young women. 

Epwarp L. Cornett, M.D. 
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ADNEXAL AND PERI-UTERINE CONDITIONS Operation Cases —— Fair 
results results 
Werner, P., and Stiglbauer, R.: The Operative ; , Per cent Per cent 
Treatment of Inflammations of the Adnexa Abdominal radical 4! 87.8 12.2 
and the Cellular Tissue of the Pelvis (Zur Vaginal radical . 21 66.6 28.5 
operativen Behandlung der Adnex- und Becken- Abdominal conservative 13 76.9 3.1 
zellsentzuendungen). Arch. f. Gynaek., 1923, CXix, Vaginal conservative 2r 75-0 5.0 


228. 


Of 68,656 women examined during the period 
from 1911 to 1920, 12.2 per cent were found to have 
inflammatory disease of the adnexa. Of this number 
6.7 per cent were operated upon. The choice of 
operative route—abdominal or vaginal—is dis- 
cussed by the authors in detail. Each case was 
treated according to its particular requirements. 

In a series of 566 cases the cause was determined in 
260. In 45 per cent it was a puerperal infection, in 
23 per cent gonorrhcea, and in 20 per cent tubercu- 
losis. Operation was considered only after the failure 
of continuous conservative treatment for a period of 
months or years. In the 566 cases, 592 operations 
were performed. In 195 total extirpations by the 
abdominal route the bladder was opened uninten- 
tionally in four, the rectum in two, and a loop of 
small intestine in one. In 64.6 per cent smooth heal- 
ing occurred, in 12.3 per cent there were slight com- 
plications, and in 23 per cent there were severe com- 
plications. The mortality was 7.2 per cent. Su- 
pravaginal amputation was done in only five cases. 

In sixty-nine radical vaginal operations (twenty- 
two incisions of the uterus according to the Doyen- 
Doederlein method), smooth healing resulted in 76.8 
per cent; in 15.9 per cent there were slight complica- 
tions and in 7.2 per cent severe complications. 
There were no injuries to neighboring structures and 
no deaths. The better results were due in part to 
the fact that radical operations by the vaginal route 
were done in only those cases in which the inflam- 
matory swellings were not too high or too exten- 
sive. 

Ninety-four conservative operations in which at 
least one ovary was left were done by the abdominal 
route and seventy-six by the vaginal route. Of the 
former, 73.4 per cent were followed by a smooth 
convalescence, 13.8 per cent by slight complications, 
and 12.7 per cent by severe complications. Two 
patients died. In the seventy-six cases subjected 
to conservative operation by the vaginal route there 
was one death. This, however, cannot be attributed 
to the operation as the patient was a poor risk. In 
72.3 per cent of these cases the operation was fol- 
lowed by smooth healing, in 17.1 per cent by slight 
complications, and in 10.5 per cent by severe com- 
plications. 

In discussing conservative operations the authors 
emphasize the value of antefixation of the uterus. 
Drainage should be established when the oozing of 
wound secretions is expected after operative release 
of the adhesions. 

The end-results in ninety-six cases of inflammatory 
conditions other than genital and peritoneal tuber- 
culosis are tabulated as follows: 


In one case another operation was necessary later, 
and in three there were subsequent pregnancies. 

The authors recommend a strictly conservative 
attitude in the treatment of inflammatory disease 
of the adnexa and the cellular tissues of the pelvis 
as in only 70 per cent of the cases reviewed was the 
operation followed by smooth convalescence and in 
30 per cent the course of healing was delayed, in 
some cases tediously drawn out, so that the chief 
aim of the treatment, shortening of the period of 
disability, was only incompletely attained. Sub 
sequent examination confirmed the fact, long known, 
that operative treatment does not always give a 
complete cure. However, while the results were not 
ideal in more than 20 per cent of the cases, there was 
considerable improvement in the condition in every 
instance. Scumip (G 


Wehefritz, E.: Systematic Studies of the Weight 
of the Ovaries in Relation to Other Glands of 
Internal Secretion and to the Uterus (Syste 
matische Gewichtsuntersuchungen an Ovarien mit 
Beruecksichtigung anderer Druesen mit innerer 
Sekretion sowie ueber ihre Beziehungen zum Uterus) 
Zischr. f. Konstitutionsl., 1923, ix, 161- 

In the weighing of organs taken from cadavers, 
only those showing no changes were selected. The 
organs upon which the author’s studies were based 
were 730 ovaries, 655 uteri, 529 thyroid glands, 301 


thymus glands, and 7o1 suprarenal glands. The 
weights are shown in the following table: 
Supra- 
Ovaries Uteri Thyroid renal 
Gm. Gm. Gm. Gm 
1 hour to 1 month 0. 206 1.88 2.08 3.91 
1 to 12 months...... 0.53 1.36 2.09 2.85 
sto § years..... 1.01 1.86 4.30 3.990 
5 to lo years , 1.91 2.35 7.68 5.92 
10 to 20 years 6.63 16.17 18.62 9-77 
20 to 30 years 10.97 40.43 27.0 12.15 
30 to 40 years 9.30 50.7 28.11 12.51 
40 to 50 years 6.43 57.01 29.06 11.9 
50 to 60 years 4.90 49.18 30. 28 12.14 
60 to 70 years 3.97 39.51 31.64 12.31 
70 to go years 4.23 37.55 27.22 11.62 


The decrease in the weight of the uterus and the 
suprarenal glands between two and twelve months 
from what it was between one hour and one month 
is explained by syncainogenesis. In the determina 
tion of the weight of the uterus, no distinction was 
made between women who had borne children and 
those who had not. The disproportionate weight of 
the thyroid in the third decade is due to relative 
enlargement of this gland which persists after child 
birth. 
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The average weight of the thymus was not calcu- 
lated because this gland reacts to every disease proc- 
ess by a breaking down of tissue. 

From the averages for the suprarenal glands, the 
author concludes that the weight of these glands is 
not greatly influenced by disease. The fact that the 
average weights determined were higher than those 
given by other investigators is ascribed to the hyper- 
trophy of pregnancy, as many of the subjects were 
women who had borne children. In a second table 
are given the average weights of female glands from 
the nineteenth to the forty-sixth year of age with 
reference to the changes caused in these organs by 
pregnancy. 


Gland Pregnant Non-pregnant 
Ovaries... .. 13.60 8.8 
Thyroids.... peisars 40.69 25.68 
ee eee eee 13.57 11.57 


In more than one case in which the weight of the 
ovaries was abnormally high, the suprarenals were also 
unusually heavy, but the weight of the other glands 
was not above the average. Therefore it may be 
assumed that the ovaries and suprarenal glands 
stand in a more intimate relationship to one another 
as regards size and weight than the other glands 
of internal secretion. The persisting thymus also 
appears to alter the weight of the suprarenals, but 
in this there is no uniformity. The weight of the 
suprarenal glands may be below or above the aver- 
age. STUEBLER (G). 


MISCELLANEOUS 


Meeker, W. R., and Bonar, B. E.: Regional 
Anesthesia in Gynecology and Obstetrics. 
Surg., Gynec. & Obst., 1923, Xxxvii, 816. 

The more superficial operations on the vulva, 
perineum, and anus may be performed very satis- 
factorily under terminal infiltration. Such opera- 
tions include the removal of cysts and solid benign 
tumors of the labia majora and minora, the excision 
of superficial fistula, perineorrhaphy, surgery of the 
terminal rectum, and the removal of cervical polypi. 

In by far the greater number of cases these opera- 
tions may be painlessly performed by blocking the 
sacral nerves by injecting an anesthetic medium 
into the sacral canal to induce the anesthesia called 
epidural, sacral, extradural, or caudal anesthesia. 

For the deeper operations on the pelvic floor and 
viscera the procedure of choice for the induction of 
local anesthesia is the combination of a low epidural 
injection with transsacral block of the upper four 
sacral nerves. This procedure gives a uniformly 
satisfactory anesthesia in surgery of the pelvic floor 
and viscera by the perineal route. It has been found 
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sufficient for posterior resection of the carcinomatous 
rectum, both the one- and the two-stage resection 
in which the posterior wall of the vagina may be 
removed with the growth. Excision of multiple 
perineal fistule and malignant growths of the vulva 
and vagina, perineorrhaphy, anterior colporrhaphy, 
repair of vesicovaginal and rectovaginal fistule, 
vaginectomy, amputation of the cervix, the Watkin’s 
interposition operation, vaginal hysterectomy, and 
excision of the carcinomatous urethra have been 
painlessly performed with this anesthesia. Resec- 
tion of the bladder may be performed painlessly when 
field block is added for the suprapubic incision. The 
borderline of usefulness of the transsacral method is 
found in posterior resection of a high carcinoma of 
the rectum or rectosigmoid, the Watkins interposi- 
tion operation, and the Mayo vaginal hysterectomy. 

In obstetrics the epidural method is more prac- 
tical than the transsacral, although block of the lower 
four sacral nerves by the latter technique with the 
aid of a low epidural injection gives satisfactory 
anesthesia. A great advantage of the method is the 
relaxation of the pelvic floor, which is more complete 
than in anesthesia induced by any other method. 

The forceps operation, version and extraction, 
manual dilatation of the cervix, rotation, and repair 
of cervical and perineal tears may all be painlessly 
performed with epidural anesthesia. This type of 
anesthesia may be used also for the removal of the 
uterine contents in incomplete abortions, for packing 
the uterus, and for the insertion of the colpeurynter. 

The pains of normal labor may be controlled by 
this method, although the abolition of the pain reflex 
takes away also the voluntary effort of bearing down. 
However, as the uterine contractions continue, com 
pletion of labor occurs painlessly if the parturient 
is told when and how to bear down. 

The greatest difficulty is the selection of the proper 
time to induce the anesthesia. In most cases labor 
would terminate painlessly if the anesthetic could 
be administered an hour to an hour and a half before 
delivery. In the authors’ experience, the maximal 
value of the anesthesia is usually obtained when the 
anesthetic is given after the os has dilated at least 7 
cm. in primipare or at least 4 cm. in multipare. 

The value of regional anesthesia in spontaneous 
delivery will be greatly increased when a means has 
been devised which will prolong the action of the 
epidural injection. Further investigation is neces- 
sary on this subject. Possibly the drugs are already 
at hand which, when properly used and combined, 
will anesthetize the entire pelvic floor and viscera for 
five or six hours without repetition of the injection. 
Such an anesthetic should prove of great value in 
obstetrics and might become the anesthetic of choice 
for normal delivery. 








OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Talbot, J. E.: The Toxzemias of Pregnancy Viewed 
from the Standpoint of Chronic Sepsis as the 
Etiological Factor. Am. J. Obst. & Gynec., 1923, 
Vl, 709. 

The placental infarct is the result of hamatog- 
enous infection of the placental site. Much of the 
pathology of the products of pregnancy so frequently 
found in association with toxemia of pregnancy is 
in reality dependent on the principle of hamatog- 
enous infection of the placental site. The author 
endeavors to show the process by which hematog- 
enous infection from foci of chronic sepsis produces 
the symptoms which go to make up the disease 
entity known as toxemia of pregnancy with or with- 
out convulsions. 

The process involved in reproduction is the most 
severe physiological functional test which the body 
has to endure. In pregnancy every metabolic organ 
is called into play. The demand of the growing 
fetus is a mobilizer of the organs which supply the 
chemical compounds necessary for the development 
of the new organism. 

By what process is this demand carried to the 
organs of the maternal system? The answer raises 
the mooted point as to whether the metabolic 
changes in the body are caused by specific hormones 
alone or whether the sympathetic nervous system 
. plays an important part. 

Itis the author’s conception that the sympathetic 
nervous system has as its primary function the 
correllation of the functions of the many metabolic 
organs and that the blood stream is not merely a 
mass of chemicals and catalyzers but is assisted by 
the sympathetic system in maintaining equilibrium 
in the functions of the organs. 

In pregnancy, instead of the usual balance be- 
tween the anabolic and katabolic processes, the 
anabolic processes exceed the katabolic processes. 
The gradually increasing demand made upon the 
anabolic processes by the fetus is borne in part by 
the svmpathetic nervous system in its function of 
correlating the work of the separate organs. With 
this process goes the increased strain on the excre- 
tory organs. Some of the strain due to the necessary 
correlation between the metabolic and excretory 
functions of the body must also be borne by the 
sympathetic system. 

The processes involved in the production of the 
toxemia of pregnancy are the same as those involved 
in the production of all infectious diseases. In 
pregnancy there is a condition in which a strain is 
placed on the potential power of the entire metabolic 
system. Under this strain, derangement of the 
necessary balance between the organs of metabolism 
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is more readily reflected and there are symptoms 
which are more commonly found only in the late 
results of more chronic disease processes such as 
chronic nephritis. An acute general infection such 
as a pneumonia in the presence of pregnancy does 
not produce the symptoms of toxemia of pregnancy 
because its effects are brought about, not so much 
by the spotting of bacterial emboli, as by a toxemia 
which is sufficiently severe and general to inhibit 
partially or to paralyze the sympathetic nervous 
system as a whole. 

The many different theories advanced as to the 
cause of the toxeamias of pregnancy are based on 
the findings in different series of cases. Some ob 
stetricians hold the kidneys responsible and others 
the liver. Intestinal auto-intoxication and meta- 


bolic disturbances have also been regarded as 
causes. Because of the frequency of disease in the 


products of pregnancy the cause is believed by many 
to come from the fetus or the placenta. None of 
these explanations, however, has been broad enough 
to account for all cases. 

The author believes that his conception shows how 
the kidney or the liver may be most involved and 
explains why constipation is usually associated with 
the disease. Disturbance of metabolism, although 
not always apparent in the blood chemistry, is 
reflected in hyperstimulation of the sympathetic 
nervous system. The pathology of the products of 
conception is explained as damage resulting from 
hematogenous infection of the placental site. 
Young’s theory which attributes the condition to 
the products of infarct formation is correct only 
in the sense that the acute infarct may act as a 
secondary focus for the spread of infection and may 
be contemporaneous in its origin with damage of 
similar nature in other organs, the latter being the 
true cause of the symptoms. 

Epwarp L. Cornett, M.D 


Mahnert, A.: The Consumption of Oxygen in 
Pregnancy and Its Relationship to Eclampsia 


(Der Gasstoffwechsel Schwangerer und _ sein 
3ezicehungen zur Eklampsie). Arch. f. Gyna 


1923, CXix, 407. 


In confirmation of the findings of Magnus-Lev) 
and Zuntz, investigations made by Mahnert with 
the Zuntz-Geppert apparatus showed an increase in 
the respiratory excursions and the total consumption 
of oxygen during pregnancy. Tests of the effect oi 
the various kinds of foodstuffs upon the respiratory 
quotient, the absorption of oxygen, and the elimina 
tion of carbon dioxide showed that the albumin 
and fat are not oxidized in the same manner as in the 
healthy non-gravid woman. The changed process o! 
oxidation alters the intermediary metabolism in th 
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direction of acidosis. This is expressed in a con- 
siderable reduction of the carbon dioxide content of 
the venous blood and of the combining capacity of 
carbon dioxide. The lowest values (29 to 22 per cent 
in contrast to a normal of 50 per cent) were found in 
cases of eclampsia. These findings tend to confirm 
the theory that eclampsia is an acidosis. 

The fact that the pregnant organism cannot 
eliminate as much carbon dioxide as the non-preg- 
nant organism was shown also by the reaction of the 
respiratory metabolism to adrenalin. In pregnancy, 
adrenalin causes only a slight increase in the elimina- 
tion of carbon dioxide. ZuntTz (G). 


Brouha: A Case of Early Ovarian Pregnancy (Un 
cas de grossesse ovarienne jeune). Gynéc. et obst., 
1923, Vill, 335. 

The case reported was that of a multipara 27 years 
old whose menstrual period, in September, 1922, was 
eight days late. On December 25 the patient was 
seized with violent pain in the abdomen and col- 
lapsed. A diagnosis of extra-uterine pregnancy 
Was made. 

At operation the right adnexa and the left tube 
were found normal. The left ovary was mobile, and 
on its free border was a round clot, about 2 cm. 
in diameter, from which blood was issuing. Believing 
the hemorrhage to be due to a ruptured corpus 
luteum, the author merely resected that particular 
portion of the ovary. The patient made an unevent- 
ful recovery. 

Examination of the section removed showed it to 
be composed of corpus luteum and a small clot of 
blood. On section of the clot, groups of cells were 
found. Some appeared to be multinuclear syncy- 
tium and others of the Langhans type. At one point 
three chorionic villi were seen. Undoubtedly, there- 
fore, this area was the site of a very early ovarian 
pregnancy. 

The tube on the same side appeared entirely nor- 
mal, no adhesions nor thickening being present. 

SALVATORE DI PALMA, M.D. 


Dietrich, H. A.: The Treatment of Placenta Praevia 
(Die Behandlung der Placenta praevia). Alin. 
Wehnschr., 1923, li, 1702. 

In none of the complications of pregnancy is the 
danger to life greater than in placenta previa. In 
general practice the mortality is 20 per cent, in 
clinic practice 7.6 per cent, and in cases in which 
delivery is effected by operation, 3.6 per cent. In 
cases of placenta centralis the mortality in general 
practice is 35 per cent, in clinic practice 13 per cent, 
and in cases of operative delivery 3.6 per cent. For 
the child, the mortality is about 80 per cent in gen- 
eral practice. 

Schweitzer reports a mortality from sepsis of 2 
per cent in the cases of women examined outside 
the clinic, 6 per cent of those in which tamponade 
was used, and rr per cent in those not operated on 
ind not examined. Only 25 per cent of the women 

ame to the clinic before examination. 
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An examination by the general practitioner is un- 
necessary as 98 per cent of haemorrhages in pregnancy 
are due to placenta previa. In the differential 
diagnosis the condition must be distinguished from 
carcinoma of the portio and hemorrhage from a 
ruptured varix. The latter is extremely rare and not 
difficult to recognize. If the patient must be trans- 
ported to the clinic from a considerable distance, 
tamponade must be resorted to in spite of its grave 
danger. It must be done with great care and with 
the use of the speculum. Fifty per cent of women 
with this condition reach the clinic too late. If 
the physician is summoned because of haemorrhage 
at the end of pregnancy or during labor, he must 
interfere at once. Usually he does not interfere 
because the os uteri is not yet dilated; and before 
dilatation takes place the woman may bleed to death. 
Artificial rupture of the amnion is to be considered 
only in cases of longitudinal position and strong 
contractions, and only in cases of placenta previa 
lateralis. When this method fails, a great deal of 
time and a great deal of blood have usually been 
lost. Hence care should be exercised in selecting 
suitable cases. In order not to separate the placenta 
still further, it is best not to work with blunt in- 
struments. The rent should be made with one of the 
blades of a bullet forceps used as a hook. 

Braxton-Hicks version is best for the general 
practitioner. When the foot has been brought down, 
a weight must be attached, but this must not exceed 
¥, kgm. Delivery must be spontaneous as other- 
wise there is danger of tearing the cervix. On no 
account must the physician leave the patient until 
the delivery is complete. The results for the child 
are better when the cervix is dilated. If spontaneous 
birth does not follow expulsion of the bag, and if 
there is hemorrhage, the child must be turned by the 
foot. Schweitzer has pointed out that the loss of 
blood is twice as great in dilatation of the cervix as 
in version. The bag should hold 600 c.cm. and have 
a diameter of 11cm. It should be placed in position 
intra-ovularly. The weight applied should be % kgm. 
A disadvantage is that in 80 per cent of the cases a 
second intervention is necessary. In 65 per cent of 
2,548 cases reviewed by Hitschmann the third stage 
of labor ran a smooth course. In the remainder, 
haemorrhages occurred; these were twice as frequent 
before the delivery of the placenta as after it. In 
two-thirds of the cases the cause was partial ad- 
hesion. 

Abdominal compressors have been found to arrest 
the haemorrhage and have rendered superfluous the 
use of Momburg’s elastic tubing which is not without 
danger. Sehrt’s aortic clamp is particularly to be 
recommended. If the placenta does not separate 
after the intravenous injection of pituglandol, the 
Credé method should be tried, if necessary under 
narcosis. Not until this has been proved insufficient 
should manual separation of the placenta be done. 
Large doses of secale cause lasting contractions. 

The anemia is to be counteracted by normal salt 
solution and analeptics. 
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Agreement has not yet been reached as to the in- 
dications for cesarean section. This is the method 
of choice in placenta previa totalis and in the case of 
the elderly primipara with a narrow, inelastic uterine 
os and a rigid cervix. Absence of infection is a 
necessary condition. In this procedure the infant 
mortality is very low. Letpyt (G). 


LABOR AND ITS COMPLICATIONS 


Favilli, G.: The Action of Fetal Autolysins on the 
Mechanism of Labor (Sull’azione degli autolizzati 
fetali nel meccanismo del parto). Sperimentale, 
1923, Ixxvii, 145. 

Beginning with the time of Hippocrates, the 
author reviews the various theories advanced as to 
what causes labor to start. Almagia, in 1921, in a 
series of experiments on animals, noted that the 
subcutaneous injection of homologous fetal auto- 
lysins caused abortion in a short time, while the 
injection of foreign fetal autolysins and of fresh 
aqueous fetal extract had no effect. He concluded 
that fetal autolysins have the property of exciting 
contractions of the uterus in animals of the same 
species. 

Favilli, in order to verify Almagia’s hypothesis, 
conducted a series of experiments on animals in 
which he injected especially prepared autolyzed 
fetal and adult material and fresh aqueous extracts. 

In eleven experiments on guinea pigs in which 
injections of homologous and fetal autolysins were 
used there were three abortions and four labors. In 
eleven experiments in which foreign (rabbit) fetal 
autolysins were injected there were three abortions 
and five labors. In seven experiments in which 
homologous autolyzed adult extract was used there 
were two labors and one abortion. In seven experi- 
ments in which autolysins were obtained from an 
adult (rabbit), one labor occurred. 

The author concludes that his results do not agree 
with those of Almagia, and that the action of the 
autolysins was only of a toxic nature and altogether 
independent of the unknown causes which siart 
labor at the end of pregnancy. 

SALVATORE Di PALMA, M.D. 


Irving, F. C.: Abdominal Hysterotomy under Mor- 
phine, Scopolamine, and Local Anzsthesia. 
Am. J. Obst. & Gynec., 1923, vi, 688. 


The local anesthesia is supplemented by morphine 
and scopolamine narcosis because it seems a dis- 
tinct advantage to avoid the psychic element by 
having the patient oblivious to what is going on, 
and because novocaine produces its effect better if 
it is thus supplemented. Only four of the thirty-one 
patients operated upon by this method had any 
recollection whatever of the operation, and the 
others had only a very indistinct impression of it. 
The technique used is as follows: 

About two and a half hours before the operation 
is begun the patient is placed in a darkened room 
and her ears are plugged with cotton soaked in oil. 








She is then given subcutaneously 1/6 gr. of morphine 
and 1/200 gr. of scopolamine hydrobromide. The 
morphine is not repeated, but at forty-minute jp. 
tervals the same amount of scopolamine is ad- 
ministered until the patient is in a doze. Usually 
three or four supplementary doses of scopolamine 
are necessary. When the patient falls asleep a folded 
towel is placed over her eyes and she is taken to the 
operating room and placed upon the table. A nurse 
sits by her head and records her pulse rate at frequent 
intervals, but nothing is said to the patient under 
any circumstances. Absolute quiet is enjoined upon 
everyone in the room and the rattling of instruments 
or basins is carefully avoided. At this point another 
dose of 1/200 gr. of scopolamine is given. 

The site of the incision, which is begun just below 
the umbilicus and ends above the pubis, is then 
infiltrated with 1 per cent novocaine. A hypodermic 
syringe with a fine needle is used. With a larger 
needle and syringe the operator injects the sub- 
cutaneous tissue and partially infiltrates the fascia 
by a series of punctures made downward at right 
angles to the skin surface. After five minutes the 
hysterotomy can be begun. 

Thirty-one cases have been operated upon by 
Newell, the author, and other members of the staff 
of the Boston Lying-in Hospital at stages of preg- 
nancy varying from seven weeks to full term. Fif- 
teen viable infants were delivered and all survived. 
No injurious effect from the morphine and scopola- 
mine upon the fetus has been noted. Babies thus 
delivered have cried more promptly than those 
removed from the uterus when the operation was 
done under ether anesthesia. It is the author’s 
practice to have the infant taken immediately from 
the operating room lest it arouse the patient. 

Delivery was effected by this method in seventeen 
cases of heart disease with decompensation. In 
seven cases previous breaks in compensation had 
been overcome by treatment. One of these seven 
patients died of pulmonary embolism on the seventh 
day after a week of normal convalescence. 

There were nine cases in which compensation had 
not been completely established but delivery seemed 
indicated because the patient was losing ground. 
One patient died from cardiac failure on the seventh 
day, and another, who entered with the additional 
diagnosis of pre-eclamptic toxemia and a blood 
pressure of 260-160, died of cardiac failure on the 
third day. 

One patient entered the hospital in labor with 
severe decompensation rapidly growing worse. 
Abdominal hysterotomy under morphine, scopola- 
mine, and local anesthesia was done because it 
seemed to offer the only possible chance of bringing 
her through alive, but death occurred from cardia 
failure at the end of twenty-four hours. 

In two cases of cardiorenal disease in which 
delivery was effected in the manner described ther 
were no deaths. 

Of the nineteen patients with heart disease, four 
died, a mortality of 21 percent. If the case of death 




















from pulmonary embolism on the seventh day is 
deducted, the mortality from heart disease was 15.8 
per cent. Since all of these patients were extremely 
poor surgical risks, the author believes the mortality 
would have been high had he adopted any other 
method of delivery. 

No deaths occurred in the remaining twelve cases 
which were operated upon for the following indica- 
tions: nephritis, three cases; pulmonary tuberculosis, 
three cases; and diabetes, two cases. One of the 
women with diabetes had had a previous cesarean 
section. 

All of the three remaining patients had been 
delivered previously by cesarean section. One had 
acute bronchitis and was in labor, the second had 
bronchial asthma, and the third requested this 
method to avoid the discomfort of general anesthe- 
sla. EpwARD L. CorNELL, M.D. 


Hirst, J. C., and Van Dolsen, W. W.: Low Cervical 
Cesarean Section. J. Am. M. Ass., 1924, |xxxii, 
103. 


The indications for ce#sarean section may be 
classed under the following heads: 

1. A patient in labor for a considerable time, with 
impossible disproportion between the head and the 
pelvic inlet or outlet. 

2. Ruptured membranes, usually with consider- 
able dilatation of the cervix. 

3. Many previous examinations. 

4. Ineffectual attempts at delivery. These cases 
are often complicated by prolapse of the cord or of 
an extremity. 

5. Patients on the borderline who are subjected 
to a test labor before it is decided that c#sarean 
section is necessary. In these cases examination 
should be made by rectum. 

Frequently several of these indications are pres- 
ent in the same case. 

Of course, the child must be alive and in good 
condition. 

The low cervical ca#sarean section is devised 
particularly for cases in which the classical 
cesarean section would be unduly dangerous. It 
affords a safe method of delivery when the classical 
operation might be followed by peritonitis. This is 
its chief advantage. Others of almost equal im- 
portance are summarized by the authors as fol- 
lows: 

1. Secure healing results as the wound is in a 
portion of the uterus which is at rest during con- 
valescence. 

2. There are no raw surfaces or suture lines to 
form the site or cause of adhesions. 

3. There is no soiling of the general peritoneal 
cavity by liquor amnii or meconium from an area 
at least potentially infected. 

4. If contamination of the uterine wound occurs, 
it is securely sealed extraperitoneally and the drain- 
age is naturally out through the cervix. The lower 
pelvis is known to be extraordinarily tolerant of 
infection. 
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5. There is less shock, less bleeding, and less 
chance of postoperative complications. 

6. There is less danger of rupture of the uterine 
scar in subsequent labors, and if this should occur 
it is in a situation in which there is little likelihood 
of serious complication. 

The authors know of no case in their series in 
which the scar ruptured in a subsequent labor. 

In a total of 282 cesarean sections of all kinds, 107 
were done by the low cervical route. All of the 
patients were in advanced labor at the time and ina 
condition unfavorable for the classical operation. 
Two of them died, one from gangrene of the trans- 
verse colon due to mesenteric embolism, and one 
from acute dilatation of the heart due to chronic 
myocarditis eighteen days after the operation. 
There were no cases of peritonitis. 

Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATION 


Voron and Grivet: A Case of Postpartum Fever 
Caused by Syphilis (Un cas de syphilis fébrile 
aprés l’accouchement). Bull. Soc. d’obst. et de gyneéc. 
de Par., 1923, xii, 553. 

A para-i of 24 years (first child healthy) passed 
through a second labor without birth injuries. The 
second child also appeared normal. On the second 
day after delivery the patient’s temperature rose to 
102.2 degrees F. Because there had been premature 
rupture of the membranes, the fever was ascribed to 
puerperal infection, but involution of the uterus 
occurred normally, pelvic signs and symptoms of 
infection were absent, and cultures were negative 
for streptococci. The fever continued for three 
months and was associated with a decline in the 
general condition. After the development of intense 
headaches and the appearance of a generalized 
eruption a blood Wassermann test was made. The 
reaction was positive. An injection of neo-arsphen- 
amine was followed by rapid recovery. 

The author believes the fever was caused by 
syphilis alone. In this he does not agree with the 
theory that the fever in such cases is caused by 
streptococci which are promptly subdued when the 
body is relieved of the spirochetal infection. In 
support of his contention he cites the observations 
of Favre and Coutamin on syphilis as a cause of 
fever. ALBERT F. DEGRoat, M.D. 


NEWBORN 


Pierson, R. N.: Spinal and Cranial Injuries of the 
Baby in Breech Deliveries: A Clinical and 
Pathological Study of Thirty-Eight Cases. 
Surg.,Gynec. & Obst., 1923, xxxvii, 802. 

Of 142 infants delivered by the breech, eighteen 
(12 per cent) died immediately or soon after birth. 
The incidence of breech presentation was 3 per cent. 
Of eighty-seven infants delivered by version and by 
the breech, eighteen (26 per cent) died immediately 
or soon after birth. 





Of the thirty-six infants which died, seventeen 
(47 per cent) had a spinal cord haemorrhage; fourteen 
(38 per cent), fractured vertebrae; and 44 per cent 
intracranial hemorrhage. The intracranial hemor 
hage was extensive in only 25 per cent. 

Difficulty in delivery of the head was experienced 
in 57 per cent of the fatal cases; difficulty in delivery 
of the arms and shoulders in 25 per cent; and dif 
ficulty from incomplete dilatation of the cervix in 
11 per cent. Abnormality of the cord and placenta 
was noted in 28 per cent. Trauma alone was the 
probable cause of death in 56 per cent; asphyxia 
alone in 5 per cent; and trauma with asphyxia in 
39 per cent. The average time of delivery from 
foot to head in seventeen cases was seven minutes, 
and from umbilicus to mouth in eight cases, four 
minutes. <A dilating bag had been placed in the 
cervix in 25 per cent of the cases. The pelvis was 
abnormal in 35 per cent. Fifty per cent of the 
mothers were primipare. 

Birth injury and shock in breech deliveries are 
responsible for a greater fetal mortality and mor- 
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bidity than asphyxia. Unnecessary haste in breech 
extraction, prompted by the fear of fetal asphyxia 
often causes obstetrical complications leading to 
birth injuries. The diagnosis of death from asph\ Xia 
in breech delivery is justified only when there js 
strong clinical evidence of asphyxia and none ; 
injury. 

The incidence of breech extraction may be di- 
minished by the practice of external version, when 
possible, and by stricter limitation of the indications 
for version and breech extraction. 

The high mortality and morbidity of breech 
deliveries may be reduced by: (1) management oj 
labor and delivery to effect full dilatation of the soft 
parts; (2) accommodating the long axis of the child 
to the long axis of the pelvis during delivery and 
preventing dangerous angulations; and (3) accom 
modating the longest diameter of the body, shoulders 
and head to the longest diameters of the pelvis, thus 
preventing dangerous traction and suprapubic 
pressure. 


{ 
) 


Harry W. Fink, M.D 























ADRENAL, KIDNEY, AND UR®TER 


Dobrotworski, W. M.: Types of Kidney Malforma- 
tion (Ueber einige Formen von Nierenmissbil- 
dungen). Verhandl. d. Russ.Chir. Kong., Petrograd. 
1Q 

During the last twenty years, in 560 kidney 
operations performed in Fedoroff’s clinic, there came 
under observation three cases of aplasia, one case of 
hypoplasia, five cases of horseshoe kidney, four cases 
of double kidney, and five cases of dystopia. In 
this series the incidence of these anomalies was 
therefore 3.2 per cent, whereas pathologico-anatomi- 
cal statistics show a much lower figure (Naumann, 
i per cent; Guizetti,o.4 percent). The conclusion is 
drawn that approximately one-third of persons with 
such anomalies of the kidneys pass through the 
hospitals. 

Aside from tumor and subjective troubles result- 
ing from pressure on other organs, etc., the morbidity 
of the abnormal organs themselves is high. This is 
due primarily to the abnormal position of the pelves 
of the kidneys and the deviated course of the ureters. 
Hydropyonephrosis and concretions result. The 
insufficiency of the abnormal organs results in im- 
perfect elimination of nitrogenous waste, bacteria, 
and toxins, and predisposes to nephritis, tuberculosis, 
and pyogenic diseases. 

The author paid particular attention to double 
kidney because of its practical interest and its many 
transitional forms. He has observed one case in 
which the groove marking the juncture of the two 
kidneys was scarcely visible. In another case the 
separation was so extensive that it suggested an 
accessory third kidney. 

The double kidney always has two pelves. As a 
rule these do not communicate with each other. The 
two ureters may unite or proceed separately and 
enter the bladder by two openings on the same side. 
Usually, however, the ureter of the lower half passes 
to the opposite side of the body, as in crossed dys- 
topia. The possibility of disease limited to one-half 
of a double kidney is thus theoretically demonstrated, 
but a very careful study is necessary before such a 
condition can be recognized and the diseased half 
extirpated. The diagnosis requires the help of all of 
the various diagnostic methods, including roentgen- 
ray examination with pneumoperitoneum and _ pye- 
lography. However, as these are usually employed 
only when there are special clinical indications, 
and as such indications may be absent in cases of 
double kidney, any anomaly in the urogenital tract 
should receive consideration and any malformation 
elsewhere in the body should lead to a careful ex- 
amination of the kidneys. The discovery of a double 
kidney during operation after normal ureters have 
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been found by cystoscopy places the surgeon in a 
difficult position for he does not know whether there 
is a kidney on the other side or not or which portion 
of the kidney mass is diseased. The following facts 
offer a solution to this problem: 

1. The ureter from the lower half of the double 
kidney passes to the opposite side of the body when 
the kidney is missing on that side. 

2. When the two ureters of the double kidney 
enter the bladder on the same side, the medial or 
medial-caudal entrance to the bladder belongs to 
the upper portion of the kidney (Meyer-Weigert). 

Dobrotworski reported a case of hydronephrosis 
in a woman 55 years of age. The indigo-carmine 
test on the left side was distinctly positive after 
eighteen minutes, and on the right, negative after 
forty minutes. Nephrectomy seemed fully justified. 
At operation a double kidney was found on the 
right. Above the single-chambered sac formed by 
the hydronephrosis, which was larger than a man’s 
head, was a well-formed second kidney 7 cm. long, 
3.5 cm. wide, and from 1 to 3 cm. thick. As the 
indigo-carmine test on the left side was satisfactory, 
the double kidney was extirpated. The patient made 
a quick and complete recovery. 

VON DER OSTEN SACKEN (Z). 


Burns, J. E.: Calculi in the Kidney and Ureter: 
Diagnosis and Treatment. Surg. Clin. N. Am., 
1923, iii, 1685. 

The author presents the histories of eight cases of 
calculi in different portions of the kidney and ureter 
and discusses the methods of diagnosing and treating 
these conditions. ; 

As ureteral and renal calculi are often mistaken 
for other abdominal conditions, every patient with 
indefinite abdominal pain should be subjected to 
thorough urological study before operation is under- 
taken. Pain on the right side is confused with that 
arising in the gall bladder, the appendix, and the 
right tube and ovary. 

While pain is the most common symptom, its 
severity bears no relation whatever to the size of the 
stone. It is due usually not so much to the passage 
of the stone as to the back pressure of the urine in 
the pelvis of the kidney. Very frequently it is 
accompanied by gastro-intestinal symptoms. The 
latter are often persistent, giving rise to rather ex- 
treme prostration. In the X-ray examination about 
15: per cent of calculi are not seen in the ordinary 
plates, but are plainly made out in the pyelogram. 

If the calculus is small enough to pass, if the kidney 
function is good, and if there is no infection on the 
affected side, non-operative treatment should be 
employed. Stones too large to be passed should be 
removed. C. D. Hotmes, M.D. 
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Ockerblad, N. F.: Early Papilloma of the Kidney 
Pelvis. Surg. Clin. N. Am., 1923, iii, 1641. 

The author reports the case of a man who gave 
a history of constant hematuria for a period of two 
years. 

On cystoscopic examination blood was found com- 
ing from the left ureter. The left ureter could be read- 
ily catheterized as far as the pelvis of the kidney. 
In the right ureter the catheter would enter for a 
distance of only about 10 cm.; the urine was clear. 
Dye excretion began in about three and one-half 
minutes on each side. In thirty minutes the right 
kidney put out 12.5 per cent of the dye and the left 
ureter about 2 per cent. Blood and pus were coming 
from the left kidney. X-ray examination was nega- 
tive for stone. Pyelograms were also negative except 
that they showed a double pelvis. There were no 
acid-fast bacilli in either specimen. 

When the kidney was exposed, masses were felt 
along the left ureter. As these suggested malignancy, 
a left nephrectomy was done. 

Examination revealed considerable thickening of 
the ureteral mucosa and some submucous hemor- 
rhage. At one point there was a small, soft, hamor- 
rhagic, flattened, warty elevation about 5 mm. in 
diameter. No surface ulceration was found. Section 
revealed thickening of the mucosa and abundant 
hemorrhage beneath it. In certain areas there were 
slight, somewhat wart-like elevations which gave the 
surface a velvety appearance. The tissue immediately 
above the pelvis showed considerable hemorrhage 
and congestion, and the pyramids a few pin-point 
hemorrhages. 

The ureter, on section, showed epithelial hyper- 
plasia, thickening, and submucous hemorrhage. 
At several points loss of the mucosa was noted. 
In one section there was a peculiar proliferation of 
the epithelial cells with projection downward into 
the underlying tissue in the form of solid balls of 
polygonal cells; all were fairly well circumscribed 
from the surrounding tissue. In some areas the 
basement membrane seemed absent. The picture 
suggested beginning malignancy of a flattened 
papilloma. In this area there was considerable loss 
of continuity of the mucosa. 

The kidney showed cloudy swelling of the con- 
voluted tubules and in some areas occlusion of the 
lumina by swollen cells. In the glomerular tufts 
there were many more nuclei than the normal 
number. In general, the change was similar to that 
in the ureter. 

The condition was‘diagnosed as multiple papil- 
lomata of the ureter and kidney pelvis, chronic 
hemorrhagic ureteritis and pyelitis, and chronic tu- 
bular nephritis. 

The patient made an uneventful recovery and left 
the hospital at the end of nine days. Since then he 
has been in perfect health. 

The author considers this a case of very early 
papilloma of the ureter and kidney pelvis. He 
believes that radical removal in such cases is very 
apt to result in cure. C. D. Hormes, M.D. 





Hunner, G. L.: Ureteral Stricture. J. 4». \/. 4 
1924, Ixxxii, 509. 

The author emphasizes the importance of ure. 
teral stricture in stone formation. Ureteral stones 
are usually found in one of two areas, namely, from 
3 to 5 cm. below the pelvic brim, and from 2 to s cm. 
above the bladder, the areas in which nearly alj 
strictures occur. Persons who pass one or more 
ureteral stones usually have ureteral stricture. 

Blocking of the ureter by stone is not absolute 
because the stone usually moves up or down the 
ureter. The history and urinalysis do not indicate 
whether an attack is due to stricture or calculus. 
Wax-tipped catheters may show the presence of 
calcareous particles and subsequent roentgenography 
and wax-tipped catheterization of the ureter may 
fail to show further evidence of stone. Occasionally 
the history and X-ray examination may suggest the 
etiological relationship between stone and stricture: 
for example, in a case of unilateral discomfort the 
roentgen examination may reveal a stricture on the 
same side and more or less damage to the upper 
urinary tract. In other cases pyelography may show 
a stone shadow in the opposite kidney which was 
free from symptoms, while further investigation 
reveals stricture on the symptomless side. 

Surgical treatment for renal stone should not be 
undertaken without a thorough investigation of both 
ureters for stricture, and as bilateral stricture is 
usually present in such cases, both ureters should be 
well dilated before the operation. This preliminary 
bilateral drainage will save many kidneys from 
recurring stones and save the second kidney from 
developing a stone after operation on the kidney 
primarily affected. 

The finding of bilateral stricture with symptoms 
and hydronephrosis or pyelitis on one side and an 
unsuspected aseptic stone on the symptomless side 
suggests stone formation without preliminary uri- 
nary infection. 

Patients with kidney stones who have or have not 
been subjected to operation for stone show marked 
improvement following ureteral drainage. The 
kidney function rapidly increases, purulent urine 
clears up, and the symptoms disappear in spite of 
the presence of stone. If the stone causes symptoms 
with an increase in its size, if the urine remains pur- 
ulent, and if the kidney function decreases, opera- 
tion is indicated unless advanced age or some other 
factor strongly contra-indicates it. 

Louis Neuwe tt, M.D. 


ss 


Mayo, C. H., and Walters, W.: Transplantation 
of the Ureters into the Rectum. J. Am. M. 
Ass., 1924, Ixxxii, 624. 

Walters reports the end-results in thirty-five cases 
of exstrophy of the bladder in which both ureters 
were transplanted into the rectum by C. H. Mayo. 
A brief description is given of the Mayo technique, 
which applies Coffey’s principle of common-duct 
transplantation to the ureter. The right ureter is 
always transplanted two weeks before the left. 




















\fter transplantation of the ureters, the bladder 
is removed whenever the patient’s general condition 
will pe rmit it. 

Both ureters were transplanted in twenty-eight 
cases; there was one death after the operation. 
Letters of inquiry were sent to the surviving twenty- 
seven patients from time to time. The condition 
of twenty-three of the twenty-seven is reported. 

The patients were able to retain urine in the 
rectum on an average of from three to six hours; 
some of them were able to retain it over night. 
Clinical evidence of renal infection was absent, 
there being no pain in the region of the kidney, 
headache, vertigo, nausea, or vomiting. An interval 
of ten years has elapsed since the first operation in 
this group, that on a child 7 years of age. This 
child’s health has always been good. The ages of the 
patients ranged from 3 to 30 years, but the majority 
were in the second or third decade of life. 

The method is reported not as the only method of 
treating exstrophy of the bladder surgically, but 
because it illustrates what can be accomplished by 
transplantation of both ureters into the rectum. 


BLADDER, URETHRA, AND PENIS 


Judd, E. S., and Scholl, A. J.: Diverticulum of the 
Urinary Bladder. Surg., Gynec. & Obst., 1924, 
XXXVili, 14. 

In the earlier cases of diverticulum of the urinary 
bladder treated surgically, the condition was often 
discovered accidently and the operation was carried 
out without consideration of the complicating lesion, 
and at times, without consideration of marked in- 
fection. The mortality was high and the operative 
results were only fair. Recent methods of urological 
diagnosis, however, make it possible to recognize 
the disease, the associated lesion, and the infection, 
and suggest the type of surgical procedure which 
will give the most satisfactory results in a given case. 

Vesical diverticula are probably due primarily to 
embryological defects in the bladder, either a weak- 
enirig of the musculature, usually at the base of the 
bladder, or a definite hiatus in the wall of the bladder. 
The actual distention and dilatation of the sac prob- 
ably result in most cases from obstruction to the 
outlet of the bladder. 

The most common cause, which generally occurs 
in old men and produces distention and dilatation of 
the diverticular sac. is obstruction of the neck of the 
bladder due, in most cases, to an enlarged prostate 
or contraction of the neck of the bladder. 

One hundred and thirty-three cases of diverticu- 
lum of the bladder treated surgically at the Mayo 
Clinic were studied with regard to the type of opera- 
tion performed and the postoperative results. One 
hundred and thirty-one of the patients were men. 
Complete postoperative data were obtainable in 110 
cases (83.9 per cent). In 32 per cent the bladder 
contained multiple diverticula. Diverticula occur 
most commonly at the age of greatest frequency of 
prostatic hypertrophy; 69.2 per cent of the patients 
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were between 50 and 7o years of age. The most 
common location of the orifice is the region of the 
ureteral outlet; 87 per cent of ninety single divertic 
ula were found in this location. 

The diverticula were completely excised in fifty 
cases. Three patients (6 per cent) died. In thirty- 
seven cases in which there was obstruction of the 
vesical outlet, the diverticulum was excised and 
prostatectomy performed. Three patients died 
(8.1 per cent). In forty-six cases the diverticulum 
was not removed. 

The ureter was involved in the diverticulum in 
five cases; in one it was transplanted to a healthy 
portion of the bladder. In four cases in which the 
ureter was dilated, it was ligated, cut, and allowed 
to drop back into the wound. 

In twenty cases the diverticula were associated 
with stones. In nine, the calculi were in the divertic- 
ulum, in eight in the bladder, and in three in the 
bladder and the diverticulum. 

Carcinoma occurred in the diverticulum in four 
cases. Three of these patients died shortly after 
operation, and the fourth died two vears after re 
section of the diverticulum. In six cases carcinoma 
of the bladder and diverticula were found. Three 
of these patients died shortly after operation; one 
lived sixteen months, and one three years. The 
sixth had a recurrence eight months after excision 
of the involved area. 

Of the six patients who died following excision of 
the diverticula, five died as a result of renal infection 
and obstruction; most of them had both acute and 
chronic nephritis. The sixth patient, who died of 
pulmonary embolism, also had chronic nephritis. 

ALBERT J. ScHoLt, M.D. 


Caulk, J. R., and Sanford, J. H.: An Analytical 
Study of 100 Cases of Selected Vesical Neck 
Obstructions Operated upon by the Author’s 
Cautery Punch. J. Urol., 1924, xi, 45. 

The lesser grade obstructions at the internal 
vesical orifice are divided into the well-known bar 
formations and the so-called collar involvements. 
Of the latter there are four classes. The authors 
describe each class and analyze 1oo operative cases 
representing all types. Neither age nor the clinical 
picture affords material aid in the differentiation of 
these from the larger obstructions. The diagnosis 
depends entirely upon renal palpation 2nd cysto 
scopic findings. 

The technique of the use of the author’s cautery 
punch is described. The results of this treatment in 
selected groups and individual patients are reported. 
On the whole, the effect is very satisfactory. 

Joun G. CHEETHAM, M.D 


GENITAL ORGANS 


Kuttner; Surgery of the Prostate (Prostatachirurgic 

47 Versammil. d. deutsch. Gesellsch. f. Chir., 1923. 
Kuttner discussed hypertrophy, atrophy, and 

carcinoma of the prostate. The pathological picture 
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of prostatic hypertrophy and atrophy presents much 
that is still unexplained. Numerous autopsies and 
the study of the internal secretions have not added 
much to our knowledge. It is known, however, that 
in hypertrophy there is atrophy of the glands with 
hypertrophy of the rudimentary glandular portions, 
and that in atrophy the latter is absent. Two types 
of hypertrophy can be distinguished, the endovesical, 
or hypertrophy of the middle lobe, and thesubvesical, 
or hypertrophy of the lateral lobes. 

With regard to the conditions in which operation 
is indicated, opinions differ. The patient’s age and 
social status, the progress of the enlargement, and 
the condition of the kidneys and bladder must all be 
taken into consideration. Renal function is deter- 
mined by the water and concentration test, the in- 
digo-carmine test, and the determination of the 
freezing point of the blood. Renal function often 
improves after the establishment of a vesical fistula. 
In cases of total retention a radical operation should 
not be performed immediately. 

When operation has been decided on, there is a 
choice of the suprapubic or the perineal route. The 
statistics of operations performed indicate that most 
surgeons prefer the suprapubic route. Kuttner has 
collected 5,200 cases of suprapubic operation witha 
mortality of 8 per cent, and 800 cases of perineal 
operation with a mortality of 6 per cent. In spite 
of the fact that the mortality of the perineal oper- 
ation is somewhat lower, Kuttner also prefers the 
suprapubic procedure. Its advantages consist in 
simplicity of technique and after-care. 

It is true that the method introduced by Voelcker 
represents an improvement in the perineal operation, 
but its disadvantages are a greater risk of injury 
to the rectum, persistence of vesical fistula, in- 
continence, and an unfavorable effect on the sex 
function (the last is not uncommon also after the 
suprapubic operation). Kuttner therefore believes 
that the suprapubic method carried out in one or two 
stages, is usually the best procedure, but that if there 
is a suggestion of tumor or other complications, the 
perineal route according to Voelcker is indicated. 
He does not agree with Payr that a severe bron- 
chitis is an indication for the perineal route, since, if 
necessary, patients can leave their beds just as early 
after the suprapubic operation as after the perineal. 

Widening of the vesical fistula is often very 
difficult in the suprapubic operation. Opening up 
with laminaria tents may cause severe pain. Some- 
times the flow does not take place. Operative widen- 
ing is dangerous. In such cases, therefore, the 
perineal method must be chosen. Usually the opera- 
tion can be carried out under spinal anesthesia. 
Local anesthesia alone is not sufficient. The ab- 
dominal wall may be infiltrated for the skin incision 
and narcosis induced later. After the bladder wall 
has been opened, the finger is introduced into the 
rectum and the prostate pressed forward. Gentle- 
ness is necessary throughout. 

After the operation a narrow tube is introduced 
and left in place for twenty-four hours. If the flow 





from the fistula has not diminished after eight days 
a permanent catheter is inserted. sie 

Following a brief discussion of the various peri- 
neal methods (Voelcker, Wulms, Berndt, Pels. 
Leusden), Kuttner stated that in some cases, partic 
ularly cases of carcinoma of the prostate, the two 
methods may be combined. Other procedures, such 
as ligation of the vessels and resection of the vasa 
deferentia, have received little attention as com- 
pared with prostatectomy. In atrophy of the pros- 
tate, prostatism without hypertrophy, the diagnosis 
is often very difficult, and can be made only by 
exclusion. The condition occurs in early life. The 
cause of the symptoms is a degeneration of the 
sphincter. Bottini’s operation or external urethrot- 
omy may be the procedure of choice. 

The prognosis of carcinoma is very unfavorable. 
There are five cases of hypertrophy to one of car- 
cinoma. Three types can be distinguished: (1) the 
type which remains for a long time intracapsular; 
(2) the very malignant type, which extends to 
neighboring parts; (3) the type which appears in 
multiple small foci. 

The third type is usually discovered first at opera- 
tion. For the improvement of the operative results, 
which are usually very poor (mortality 25 per cent) 
an early diagnosis is of great importance. The 
diagnosis can be made earliest by cystoscopy. The 
end-results are very unsatisfactory. 

STETTINER (Z 


Barney, J. D., and Gilbert, A. C.: Some Clinical 
Observations on Cancer of the Prostate. Bos/on 
M.&S.J., 1924, CXC, 19. 

Of a series of nearly 700 cases of prostatic ob 
struction, 23.9 per cent were malignant. An early 
diagnosis is therefore imperative. While the out- 
standing signs, such as a stony hard, nodular, fixed 
and enlarged prostate with induration of the vesicles, 
are characteristic of cancer, examination will often 
disclose a prostate which is very deceiving. It may 
be small, fairly movable, smooth, and very little 
indurated. Fibrosis may simulate cancer. The peri- 
neal operation may completely remove the obstruc 
tion. This is not always accomplished by the supra 
pubic operation. 

In 22.1 per cent of the cases reviewed, symptoms 
other than urinary symptoms which were caused by 
early metastases predominated. Bumpus called 
attention to the fact that carcinoma of the prostate 
may metastasize early and cause symptoms other 
than those of obstruction. There may be pain in th 


suprapubic area, the back, the hips, the thighs, the 


perineum, the abdomen, or the chest. In 58 per cent 


of a series of cases the authors found bone metastases. 
Therefore the X-ray is indispensable in the diagnosis. 
The treatment depends upon the conditions in the 


particular case. If metastases are not demonstrated 


complete removal is indicated, and for this the peri- 


neal route is best. If metastases are present, a pas 
sage is formed. When the bladder is involved, supra 
pubic drainage is done. Radium may be of servict 
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but it should be used very carefully. Deep X-ray 
therapy is indicated in all cases. 

In conclusion the authors emphasize the following, 
points: _ 

1. Cases of cancer of the prostate are usually seen 
at an earlier age than those of adenoma. In the 
former the urine is clearer, the kidney function is 
better, and the general condition is very good. In 
some cases, however, the urinary symptoms may be 
very slight and the general condition very poor. 

2. X-ray plates of the skeleton should be made as 
a routine measure. 

3. Less extensive operations are indicated when 
metastases are present. 

4. Surgery offers more than radium alone, but the 
two combined are often very helpful. Deep X-ray 
therapy will often relieve pain and inhibit growth. 

5. Rectal examination should be made in the case 
of every patient past middle age. 

CLaupDE D. PickRreLtt, M.D. 


Hinman, F., and Gibson, T. E.: Tumors of the 
Epididymis, Spermatic Cord, and Testicular 
Tunics: A Review of the Literature and a 
Report of Three New Cases. Arch. Surg., 1924, 
Vill, 100. 

A case of fibroma of the spermatic cord and two 
cases of epithelial neoplasm of the epididymis are 
reported because of their unusual features and their 
extreme rarity, and a comprehensive classification 
of tumors of the spermatic cord, epididymis, and 
testicular tunics is submitted. A review of the litera- 
ture shows that, of the tumors involving these three 
structures, those involving the spermatic cord are 
the most common, constituting 90 per cent of the 
entire group. Of the individual types of tumors, 
lipomata are found most frequently and sarcomata 
are next most numerous. Dermoids, fibromata, and 
myomata are third in order of frequency. 

Lipomata must be differentiated from fat hernia. 
The latter is much more common, and may contain 
a peritoneal sac which at operation is a source of 
danger. Sarcomata represent at least 24.7 per cent 
of all cord tumors. Their clinical picture resembles 
that of teratoma testis. Usually they apparently 
arise from benign conditions. 

Fibroma of the cord occurs about one-third as 
often as lipoma. In most cases it apparently arises 
from the cord near its juncture with the epididymis. 
Trauma is rarely mentioned as a factor. Myxoma 
and leiomyoma are extremely rare in the cord. 

Dermoid cysts are of approximately the same 
frequency as fibroma. They are all of the simple 
type. Their origin is difficult to explain. 

In the epididymis, sarcoma is again the most 
common neoplasm, at least ten authentic cases 
having been reported. Only one case of lipoma, six 
of leiomyoma, and four of carcinoma may be con- 
sidered as authentic. 

No authentic cases of dermoid, fibroma, or myx- 
oma were found in the literature. 
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Four authentic cases of fibroma of the tunica 
albuginea are tabulated. No sarcomata are reported. 
A single authentic case of lipoma of the tunica 
vaginalis has been found. About thirteen cases of 
fibroma, two of rhabdomyoma, and twelve of sar- 
coma of the tunica vaginalis have been reported. 
Epithelial neoplasms are extremely rare; two cases 
of adenomatous tumors and another reported as 
lymphangio-endothelioma are probably the only 
authentic cases of growths of this nature. 

Particularly significant is the relative frequency 
of malignant growths in the spermatic cord, epi- 
didymis, and testicular tunics. Sarcoma is the type 
most frequently encountered in these structures as a 
whole. 

Lipomata and dermoids commonly occupy the 
inguinal canal while other types of tumors are 
generally intrascrotal. Malignant tumors, however, 
follow the course of testicular tumors and metasta- 
size to the same primary lymph zones retroperi- 
toneally along the aorta and vena cava. 

Louis NeuweEtt, M.D. 


MISCELLANEOUS 


Beer, E.: Chronic Retention of Urine in Young 
Boys. Ann. Surg., 1924, xxix, 264. 


In chronic retention of urine in young boys 
from obstruction at the neck of the bladder there is 
nocturnal and diurnal enuresis, possibly with strain- 
ing at urination. Dribbling occurs frequently. 
Pyuria, perhaps accompanied by pain over the 
bladder and in one or both kidneys, may be perma- 
nent. Chronic sepsis is associated with deteriora- 
tion of the general condition and a pallor resembling 
that of chronic nephritis. If a sufficient amount of 
the kidney parenchyma is destroyed, renal in- 
sufficiency develops. The urine may or may not be 
turbid and may or may not be passed in a fair stream. 
The hypogastrium reveals a tumor,which is the en- 
larged distended bladder containing residual urine. 
The mass may be asymmetrical. When infected, it 
may be tender and, if deflected to the right side, may 
suggest an abscess of the appendix. 

Pathologically, there is no obstruction in the 
posterior or anterior urethra. The bladder is greatly 
hypertrophied and pouched, one or both ureters are 
distended, and one or both kidneys are hydro- 
nephrotic or pyonephrotic. The spinal cord shows 
the so-called inflammatory infiltration near the 
anterior horn cells, or there may be delayed myelini- 
zation. The neurological findings are not conclusive. 

Louis NEUWELT, M.D. 


Young, H. H.: Urinary Antiseptics. J. Urol., 1924, 
xi, 19. 

Urinary infection is by no means simple. In in- 
fection of the lower urinary tract, the prostate, semi- 
nal vesicles, vas deferens, epididymis, teeth, tonsils, 
sinuses, or colon may cause re-infection of the uri- 
nary tract. In the treatment of the local lesion, the 
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adnexa, such as the kidney tubules, prostate, seminal 
vesicles, and epididymis, must be considered before 
permanent sterilization can be expected. 

In the selection of antiseptics their germicidal 
strength, toxicity, irritability, coagulability in serum, 
urine, and body fluids, and penetration must be 
considered. The antiseptic drugs in general use 
vary greatly in these respects. 

Meroxyl is more powerful against the colon bacil- 
lus than against the staphylococcus. Next to mer- 
oxyl, mercurophen is the most active antiseptic in 
serum in one-minute exposures with the staphylo- 
coccus. Next in order is mercurochrome. 

Against the gonococcus, meroxyl is far more 
powerful than all other antiseptics. The next most 
effective is mercurochrome. 

As regards gonococcal infections, Young states 
that several of the new antiseptics, and particularly 
meroxyl, are agents which may be found of great 
value. Most of these drugs cause little or no irrita- 
tion when used in the proper strength, and practical 
experience shows that all urethral injections and 
irrigations should be fairly dilute. 

Silver nitrate has retained its position because 
the pronounced reaction which it sets up produces 
hyperemia and gives results which are not to be 
explained by germicidal activity. As it does not 
penetrate, it is most valuable for surface applications. 

Penetration is of great importance. ‘Therefore, 
although meroxyl shows a wonderful germicidal 
power, it is not in many cases as effective as mercuro- 
chrome. 

In the treatment of infections of the lower urinary 
tract, the author almost invariably treats not only 
the bladder but also the prostate and seminal vesi- 
cles. His usual plan is to massage the prostate and 
vesicles three times a week and then irrigate the 
bladder by hydraulic pressure with 1:1,000 meroxyl, 
and after this is voided, to inject 1 per cent mercuro- 
chrome into the prostatic urethra. In some cases 
the mercurochrome is injected through a urethro- 
scope into the ejaculatory ducts, ampullz and vesi- 
cles 

Young states that mercurochrome is of value when 
given intravenously not only because of its action as 
a urinary antiseptic, but also because of its effect 
upon general infections. One of his cases, diagnosed 








as colon bacillus pyelitis, was sterilized by one 
intravenous injection of 40 c.cm. of a © per cent 
solution of mercurochrome (5 mgm. per kilo of body 
weight). It is interesting to note that in this instance 
dead bacilli were found in the urine for three days. 
and that subsequently no bacilli were found either 
on slides or in cultures. A case of pyelitis due to 
bacillus coli was similarly cured by one intravenous 
injection of mercurochrome, but two others were not 
sterilized although greatly benefited. Later, one of 
these cases was given 0.6 gm. of neoarsphenamin: 
the infection then promptly disappeared and the 
urine remained sterile. 

Young says that the use of arsphenamin has been 
previously reported. One of his cases was that of a 
child with a very severe colon bacillus infection of the 
kidneys associated with high fever for many weeks. 
The intravenous injection of novarsenobenzol was 
followed by quick recovery. However, in other 
cases with the same organisms no results were ob- 
tained by this treatment. Louis Gross, M.D.. 


Minet, H., and Debains, E.: The Present Status of 
Vaccine and Serotherapy in Gonorrhea (tat 
actuel de la vaccinothérapie et de la sérothérapie en 
gonorrhée). J. d’urol. méd. et chir., 1923, Xvi, 390. 

Warm aqueous vaccines are the most efficacious. 
The coagulation of the antigen assures their regular 
diffusion. The concentration must be strong, with 
from two to six billion organisms per cubic centi- 
meter, but the dosage must be increased progres- 
sively and gradually. The best method of giving the 
vaccine is by subcutaneous or intramuscular injec 
tion. Whether a monovalent or polyvalent vaccine 
is employed it must be prepared from a stock with a 
known antigen value. The most common secondary 
invaders are staphylococci and the pseudo-diphtheria 
bacillus. These may be incorporated in the vaccine. 
To obtain a therapeutic result with vaccinotherapy 
it is necessary to compute, not only the antigen 
value of the vaccine, but also the reactions of the 
patient. A patient who does not react to the antigen 
given will receive no benefit from a vaccine con- 
taining it. The antigonococcus serum prepared by 
the Pasteur Institute has yielded remarkable results 
in arthritis and in generalized infections. It is 
administered subcutaneously or intramuscularly 
Loyat E. Davis, M.D 




















CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Roederer, C.: Bone Cysts, with the Exception of 
Hydatid Cysts (Les kystes des os, kystes hyda- 
tiques exceptés). Rev. d’orthop., 1923, XXX, 551. 

This article of more than fifty pages deals with 
cysts that are usually solitary and have been vari- 
ously described as ‘‘essential cysts,” ‘‘ benign bone 
cysts,” “solitary cysts,” and “fibrocystic osteitis 
of the long bones.” 

Roederer finds that the confusion due to the 
classification of fibrocystic osteitis of the long bones 
with true bone cysts may be traced to the domina- 
tion of the ideas, first of Virchow, and later of 
von Recklinghausen and von Mikulicz. 

The essential nature and formation of cysts re- 
main unquestioned. The theory which attributes 
these cysts to a purely trophic disturbance of nervous 
or endocrine origin is plausible but has not been 
proved. The hypothesis which refers them to 
chronic periosteitis is not in agreement with many 
well-recognized facts, but has the advantage that it 
does not exclude predisposing traumatic causes and 
the influence of specificity. Certain recent findings 
support this hypothesis. It is probable that the true 
essential cysts may be produced by more than one 
influence. 

In many cases treatment by partial resection 
followed by curettage is sufficient. Filling of the 
cavity with grafts of fat or muscle appears useless, 
but fracture may be prevented and closure of the 
cavity hastened by the implantation of an osteo- 
periosteal graft. W. A. BRENNAN. 


Klugh, G. F.: The Finding of Spirochezta Pallida 
in Osteomyelitis by Dark-Field Illumination, 
with a Report of Three Cases. J. Med. Ass. 
Georgia, 1924, Xiii, 43. 

In the three cases reported, operation failed to 
effect a cure. Examination by dark-field illumina- 
tion revealed spirocheta pallida. Klugh points out 
that this organism can be detected in tertiary lesions 
and describes the technique. In his cases the Wasser- 
mann reaction was negative or only weakly positive. 
A cure was obtained by specific therapy. 

E. J. BerKHetser, M.D. 


Nové-Josserand, G.: Non-Cystic Osteitis Fibrosa 
in the Young (Sur l’ostéite fibreuse non kystique 

des jeunes sujets). Rev. d’orthop., 1924, XXxi, 39. 
rhe author reports two cases of non-cystic osteitis 
fibrosa in children. That the condition is but a dif- 
ferent stage or form of the disease producing a true 
bone cyst is indicated by its location in the ends of 
long bones, most commonly the femur and humerus; 
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its occurrence in children; the similarity of its symp- 
toms to those of the cyst-forming disease; its benign 
course; the presence of fibrous metaplasia of the 
marrow and cartilaginous islands; the occasional 
association of cysts and fibrous masses; and the 
tendency to bone resorption. 

Slesinger believes that bone cysts always have 
their origin in solid tissues undergoing degeneration. 
Instead of a morbid entity, a bone cyst is probably 
an accessory element or represents an evolutionary 
stage in a disease characterized by alterations of 
bony tissue, fibrous metaplasia of the marrow, and 
bone resorption. 

In non-cystic osteitis fibrosa the fibrous mass is 
surrounded by a thin bony cortex covered with 
normal periosteum. The limits of the diaphyseal 
side may be somewhat confused with the normal 
diaphyseal tissue. The author cites several cases of 
cystic osteitis fibrosa that healed spontaneously 
within a period of a year. 

Local osteitis fibrosa in young subjects closely 
resembles, both anatomico-pathologically and clin- 
ically, other skeletal diseases occurring in the young 
which for some time have been regarded as distinct 
entities, viz., coxa vara of adolescence, osteochon 
dritis, and arthritis deformans of youth. These 
conditions appear at the same age, occur most fre- 
quently in the ends of the long bones, particularly 
the upper end of the femur, have the same insidious 
evolution, revealed especially by deformities which 
result from weakening of the bone with curvature or 
fracture, and have the same tendency to heal. The 
X-ray shows areas of decalcification of the bone 
varying in form and extent, but no periosteal re- 
action. Microscopic study always reveals fibrous 
marrow and inactive decalcified bony tissue with a 
tendency to become resorbed. Transition forms 
may be found between the typical varieties. 

Water C. Burket, M.D. 


Beye, H. L.: The Differential Diagnosis Between 
Infection of Bone and Sarcoma of Bone. J. 
Towa State M. Soc., 1923, xiii, 495. 

This article is based on a study of seventeen cases 
of sarcoma of bone and 251 cases of pyogenic in- 
fection of bone. 

Emphasis is placed upon the necessity for a care- 
ful analysis of the symptoms, physical findings, and 
laboratory examinations before a diagnosis is made. 

Subacute and chronic pyogenic osteomyelitis, 
tuberculosis, and syphilis are the infections of bone 
that most closely simulate sarcoma. 

The author discusses the age incidence and the 
incidence of trauma, pain, swelling, fever, tender- 
ness, and involvement of more than one bone in 
sarcoma and conditions resembling it. 
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A Wassermann test should be made in all cases, 
and a tuberculin test should be made whenever 
tuberculosis is suggested. 

Aside from a section for microscopic study, the 
X-ray plate is the most important evidence obtain- 
able. 

Fine, indefinite, and irregular lines of bone radiat- 
ing out from the periosteum and becoming lost in 
the indistinct borders of the soft tissue are charac- 
teristic of osteogenic periosteal sarcoma. 

Aspiration of a suspected tumor and of the tissues 
surrounding it is frequently of value. If pus is 
obtained, the diagnosis of infection may be made; 
if blood, sarcoma is suggested. 

In some cases a differential diagnosis may be 
impossible without exposure of the pathological 
process. If the gross pathology is not definite, 
microscopical sections must be made. 

HERMAN ScHumM, M.D. 


Lewin, P., and Jenkinson, E. L.: Chondrogenesis 
Imperfecta—Achondroplasia—Chondrodystro- 
phia Fetalis. Am. J. Roentgenol., 1924, xi, 155. 


The authors report six cases of chondrogenesis 
imperfecta and the observations made in thirteen 
dwarfs and fifty-nine midgets. A brief summary of 
the article is as follows: 

A midget is a man or woman looked at through 
the wrong end of the opera glass, that is, diminutive 
but not deformed. Dwarfism (chondrodystrophia 
fetalis) is a condition of abnormal fetal development 
of cartilage. It occurs also in the lower animals. 
The most probable theory of its etiology is that of 
Jansen, i.e., that a small amnion increases the nor- 
mal embryonic infolding and hydrostatic pressure 
during the fifth or sixth week of fetal life and thereby 
weakens the growth of the cartilage cells. The 
cardinal sign is the disproportion between the nor- 
mal body length and the short extremities. Other 
characteristics are an excess of skin and fat in folds 
and ‘“‘pug nose.’’ The hands are short and chubby 
and the fingers of nearly equal length, coming off 
the metacarpals like the spokes of a wheel. Promi- 
nence of the abdomen and exaggerated lumbar 
lordosis are almost constant. The roentgenological 
evidence is most marked in the epiphyses and 
epiphyseal cartilages, especially those of the long 
bones. The appearance of the periosteum seems to 
show no change. 

The article contains eight illustrations and a 
bibliography. R. C. Lonercan, M.D. 


Bristow, W. R.: A Case of Snapping Shoulder. 


J. Bone & Joint Surg., 1924, vi, 53. 


The case reported was that of a woman 31 years of 
age who was injured by a fall on the shoulder fifteen 
years previously. Disability and weakness of the 
arm persisted for about eighteen months. The pa- 
tient consulted Bristow because of a painful snap 
in the region of the shoulder which occurred when- 
ever she used her arm in an abducted position. The 
pain usually lasted for about twenty-four hours. 
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Exploratory operation revealed muscle fibers 
arising from the outer side of the short head of the 
biceps and extending downward and outward toward 
the long head. Abduction and rotation of the arm 
demonstrated that this fleshy muscle rode over the 
tuberosity. Removal of this part of the mus: 
followed by uneventful recovery. 

The muscle was found to be the rotator humeri. 
a constant muscle in lower mammals and a not un- 
common abnormality in man. 

FRANK G. Murpuy, 


le was 


M.D. 


Tristant, A.: A Case of Bilateral Congenital Syn- 
ostosis of the Upper Part of the Radius and 
Ulna (Sur un cas de synostose radio-cubitale su- 
périeure bilatérale et congénitale). Rev. d’orihop., 
1923, xx, 489. 

Synostosis of the upper part of the radius and 
ulna is one of the rare congenital malformations of 
the arm. It consists in union of the radius and ulna 
where they cross each other in pronation. Up to 
1914, seventy-three cases had been reported, and 
since then a few others have been added. 

Tristant reports the case of a boy 5 years of age 
who had a large congenital inguinal hernia on the 
left side and other malformations. X-ray examina- 
tion revealed synostosis of the upper end of the 
radius and ulna for an extent of 2 cm. In the great 
majority of the reported cases congenital syphilis 
seems to have been a factor, but in this case no 
evidence of syphilis was found. 

The only functional disturbance caused by the 
condition is immobilization of the limb in a position 
between pronation and supination. 

There are two distinct types of this deformity, viz. 
radio-ulnar synostosis with and without dislocation 
of the head of the radius. Synostosis without dis 
location is characterized by absence of deformity of 
the wrist and absence of functional disturbance of 
the movements of flexion and extension of the elbow 
or only slight limitation due to the presence of 
osteophytes. The latter are revealed by the X-ray. 
Synostosis with dislocation causes a pseudo-de 
formity of the wrist due to deviation of the axes of 
the bones of the forearm and functional impotence 
in extension and flexion of the elbow. 

W. A. BRENNAN. 


Crouzon, O.: Cervical Ribs and Hypertrophy of the 
Transverse Cervical Processes; Dorsalization of 
the Seventh Cervical Vertebra (Cétes cervicales 
et hypertrpphie des apophyses transverses cervicales; 
dorsalisation de la 7e vertébre cervicale). /) 
méd., Par., 1923, Xxxi, 969. 

The seventh cervical vertebra at the base and 
anterior part of its transverse process presents con 
stantly a supernumerary ‘costal point” which 
appears in the sixth fetal month, unites with the bod) 
of the transverse process in the sixth year, and by 
excessive growth may form a seventh cervical rib. 
Rarely there is an analogous costal point on the sixth, 
fifth, and even the fourth cervical vertebra. The 
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location of the costal point corresponds to the site 
of the development of the rib on the dorsal verte: 
bre. 

Of seventy cases studied in the X-ray laboratory 
of the Salpétriére, five had equal development of a 
transverse process and cervical rib; only one showed 
a cervical rib and a normally developed process and 
eight an enlarged transverse process and an attached 
cervical rib. In fifty-six cases, only a hypertrophied 
transverse process was discovered, and in the ma- 
jority this was bilateral. Unilateral hypertrophy 
was found in only seven cases. In five the process 
appeared triangular; in nine it was of the shape of an 
elongated tooth; in eight it was hook shaped, the 
hook being turned down in three; in forty-five cases 
the process was enlarged as a whole and thick. In 
twenty-one cases the hypertrophied process caused 
pinching. A few subjects had senile spondylitis with 
cervical sinking causing approximation of the trans- 
verse cervical and dorsal processes. 

In eleven cases which were operated upon the 
nerve roots were found pinched by the processes; 
occasionally the root was lifted up like the strings 
of a violin by the bridge, and as a result was covered 
by fibrous bundles. 

There are two distinct malformations: (1) the 
hypertrophied transverse process; (2) the cervical 
rib which articulates with the vertebral body and 
the large transverse process. The association of these 
two congenital malformations constitutes dorsaliza- 
tion of the seventh cervical vertebra. : 

In forty-five cases which could be followed clini- 
cally the author found hypertrophied transverse 
processes and cervical ribs at all ages but most 
frequently in persons in middle life. Only thirteen 
of the forty-five patients were males (Salpétriére 
receives a greater number of women). In only two 
cases was the cervical rib discovered by palpation. 
In the majority, its presence was suggested by dis- 
turbances in the arm. In twenty cases the symp- 
toms were bilateral. 

The pain may be most severe on the side of the 
least developed rib. In two cases the onset of symp- 
toms was abrupt. In all, there were subjective 
sensory disturbances, such as a pricking sensation, 
and usually these were diffuse. Cramps, twitchings, 
and numbness were rare. 

Objective sensory changes were unusual; in seven 
cases there was diminution of sensation with a root 
distribution; in four, pain on pressure on the nerve 
trunks of the upper extremity; and in one, a true 
astereognosis. Motor trouble was seldom noted. 

Most patients had functional trouble; the arm 
felt heavy, and there were disturbances in the func- 
tion of the thumb and of the index and middle fingers. 
In seven cases there was segmentary diminution in 
the force of the forearm, and in two, a bilateral 
cubital “‘ griffe.”’ There was muscular atrophy of the 
hand in six, of the first interosseous space in one, of 
the thenar eminence and the interossei in one, and 
of the arm and shoulder in two. In two cases there 
was spasmodic torticollis. 
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Radial and olecranon reflex disturbances were 
rare and variable. Generally the tendon reflex was 
weaker on the side of the subjective disturbances. 
In four cases there were electrical reaction changes. 
In four others, vascular trouble was indicated by 
coldness of the hand or disturbance of perspiration; 
the hand was sometimes pale and sometimes red or 
violet. Eleven cases showed asymmetry of arterial 
tension, which was either increased or decreased on 
the side of the lesion. 

Sympathetic nerve changes were indicated in 
eight cases by pupillary disturbances and in two by 
enophthalmos on the side of the lesion; no difference 
in the color of the two sides of the face was noted. 
In only one case was the pilomotor reflex diminished 
on the side of the lesion. The oculocardiac reflex was 
usually normal. In the case of one very emotional 
patient, pressure on the eyeball caused the pulse to 
fall from 72 to 38; in another case the reflex was 
reversed. Adrenalin and pilocarpine tests were not 
conclusive, but in one case pilocarpine caused sweat- 
ing which was more marked on the side of the most 
active disturbance. 

The disturbances consequent on root phenomena 
or paraplegia of cervical origin at times give rise to 
the syndromes of amyotrophic lateral sclerosis, 
cervical Pott’s disease, cervical spina bifida, psycho- 
neuropathic oedema, or syringomyelia. 

The operative treatment consists in resection of 
the hypertrophied transverse process and the cervical 
rib, and dissection and removal of fibrous adhesions 
compressing the nerve roots. Surgical interference 
results generally in very rapid regression of the 
sensory and electrical disturbances and the claw 
hand. The indications for surgical intervention are 
muscular atrophy, electrical disturbances, impor 
tant vasomotor changes, and unbearable persistent 
sensory troubles. 

The author draws the following conclusions: 

1. To the conception of cervical rib should be 
added that of hypertrophy of the seventh cervical 
transverse process. 

2. The syndromes of cervical ribs and of hyper- 
trophied transverse processes are the same and con- 
sist chiefly of subjective disturbances of the uppei 
extremities. The X-ray completes the diagnosis. 
Hypertrophy of a transverse process occurs more 
often than a true cervical rib. In old persons the 
presence of a spondylitis with sinking associated with 
cervical rib or transverse process malformation 
(congenital) explains the slow appearance of the 
symptoms. 

3. In cases of persistently annoying or intolerable 
disturbances, surgical intervention gives very 
satisfactory results. Watter C. Burket, M.D. 


Desfosses, P., and Mouchet, A.: Absence of the 
Sacrum and of the Last Two Lumbar Vertebrz 
(Absence du sacrum et des deux derniéres vertébres 
lombaires). Rev. d’orthop., 1924, xxxi, 61. 


The patient, a girl, aged 7% years, was a full-term 
child with breech presentation. The head and 
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upper trunk are normal and the arms are fairly mus- 
cular, but the lower trunk and pelvis are narrow and 
deformed and the lower limbs are slender. The left 
ear has an adherent lobe. The lower jaw lacks one 
incisor. The patient moves by means of the arms, 
pulling the pelvis and legs along. She sits like a 
Buddha with the thighs flexed in extreme abduction 
and external rotation. The knees are markedly 
flexed and the feet are in equinovarus. In the seated 
posture, the subumbilical region shows only as two 
transverse furrows. The distance from the sternum 
to the umbilicus measures 19 cm., and that from the 
umbilicus to the genitalia 9 cm. The breech is flat- 
tened and the spine of the third lumbar vertebra is 
very prominent. The external genitalia appear nor- 
mal. The rectum opens into the posterior vagina, 
there being no anus. The patient has incontinence 
of urine and feces. Except for slight active flexion 
of the thighs on the abdomen, the lower extremities 
have practically no movement. The feet and toes 
do not move. The hips can be moved passively. 
The left knee has slight movements of flexion and 
extension. 

Sensation is everywhere preserved. The patellar 
and Achilles reflexes are absent. Plantar stimulation 
causes no toe or foot response but produces a with- 
drawal movement of the limb with flexion of the 
thigh on the abdomen which is transmitted to the 
other limb and associated with contraction of the 
abdominal muscles. The child speaks well, com- 
prehends easily, and is interested in her surround- 
ings, but has received no instruction. The blood 
Wassermann test was negative. 

Electrical examination demonstrates no breech 
muscles. On the right, three muscles are found to 
extend from the pelvis to the knee, and on the left 
there seem to be two muscles on the anterior side 
between the pelvis and the knee. 

The X-ray shows complete absence of the sacrum 
and the last two lumbar vertebra. The first lumbar 
vertebra carries a long rib-like process on the right 
and the third lumbar vertebra has a much atrophied 
triangular-shaped body with a greatly developed 
spinous process. Between the vertebra and the iliac 
bones which are narrow and joined together in their 
posterior portion is a space of r cm. The pelvis has 
an hour-glass shape. The atrophied femoral heads 
are well placed in the acetabular cavities. The 
ischiopubic rami are atrophied and nearly vertical. 

Water C. Burket, M.D. 


Legg, A. T.: A Review of the Treatment of Infan- 
tile Paralysis After the Acute Stage. J. Bone & 
Joint Surg., 1924. vi, 194 

Legg reviews his experience with 2,400 cases of 
infantile paralysis which was gained during a period 
of six years while he was in charge of the clinic of 
the Harvard Infantile Paralysis Commission. He 
believes that orthopedic treatment should be given 
as soon as the febrile symptoms have subsided. This 
should include absolute rest, hot baths, and hot 


blanket or electric light bakes, and later, after sen- 
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sitiveness has disappeared, massage, muscle train- 


ing, and re-education. The weakened muscles 
should be kept relaxed by braces or splints. Early 
weight-bearing on weakened lower extremities should 
be avoided. Overuse is also contra-indicated, 
Cavus of the feet was found in from 35 to 45 per cent 
of the cases. 

Tendon transplantation to restore muscle balance 
about joints may be done at the end of one year, 
Bony deformity and mechanical defects should be 
corrected prior to muscle transplantation. Muscle 
transplantation should be followed by careful 
muscle training, physiotherapy, and re-education. 
Three weeks after the operation light massage and 
baking are beneficial. The author discusses various 
tendon transplantations in detail. When two or 
more groups of muscles about the ankle are para- 
lyzed, a stabilizing operation—astragalectomy or 
Hoke’s operation, preferably the latter—should be 
performed. CHESTER C. SCHNEIDER, M.D. 


Guillemin, A.: Observations on Essential Coxa 
Vara and Osteochondritis (Quelques observa 
tions de coxa vara essentielle et d’osteochondrite). 
Rev. d’orthop., 1924, Xxxi, 51. 

Osteochondritis and essential coxa vara are only 
different stages of the same disease. In infancy, 
deformity of the femoral head results from epi- 
physeal change characterized at various periods by 
fragmentation of the ossification centers of the head 
or a flattening of the centers. The onset is associated 
with fragmentation of the nuclei of the femoral head. 
As the child grows, the nuclei are united in the 
various deformities mentioned. 

When the condition occurs in adolescence it is 
called “essential coxa vara” and is characterized by 
inflammation of the upper epiphysis of the femur 
with downward sliding of the femoral head at its 
insertion on the neck. As the neck and its angle with 
the shaft are not changed, the term “coxa vara” is 
inexact. 

The onset of the disease is gradual. Slight limping 
or dragging of the leg is associated with intermittent 
attacks of usually moderate, but occasionally severe 
pain, shortening of the affected limb by several 
centimeters, upward riding of the great trochanter 
above Nélaton’s line, external rotation of the leg 
and limitation of abduction. 

The character of the lesion is shown by the X-ray. 
The author reports three cases in detail. 

Wa ter C. Burket, M.D 


Turner, W. G., and Waugh, T. R.: Giant-Cell 
Sarcoma of the Femur. Ann. Surg., 1923, |xxviil. 
846. 

Ewing states that he has never known a giant-cell 
sarcoma of the femur to metastasize, but that in 
some cases the growth may recur in the same area 
after removal. By many pathologists and clinicians 
these tumors are regarded as non-malignant. Be 
cause of this impression the authors report th 
following case: 




















The patient, a man 41 years of age, was struck on 
the left knee by a stone. Swelling and pain began, 
andin three weeks he was obliged to stop work. At 
the end of seventeen weeks the entire thigh was 
swollen and motion was very difficult. The left leg 
was hard, eedematous, and enlarged, especially over 
the inner aspect of the lower part of the thigh. The 
blood count, Wassermann test, and urine were nega- 
tive. The roentgenogram showed an eroding tumor 
in the lower end of the femur with probable calcifica- 
tion in its capsule. The thigh was amputated at the 
upper third and the remaining upper end of the 
femur was disarticulated. 

Microscopic examination of the dark red, cystic 
gelatinous tumor on the lower end of the femur 
showed elongated or spindle cells, many large typi- 
cal giant cells, and spicules of bone on the peri- 
phery. 

One month after the operation, the patient sudden- 
ly complained of abdominal pain, lost consciousness, 
became cyanotic, and died. At autopsy, a giant-cell 
sarcoma was found in the left femoral vein and a 
secondary thrombosis in the external iliac vein and 
the inferior vena cava. The histologic structure of 
these growths was identical with that of the original 
tumor. It is therefore concluded that they were true 
metastases in the femoral vein from the bone tumor 
which was a typical giant-cell tumor of the epulis 
type. Witiiam A. Crark, M.D. 


Clayton, C. F.: Internal Derangements of the 
Knee Joint. Texas State J. M., 1923, xix, 446. 


The author first describes in detail the anatomy 
of the knee joint. 

Traumatic synovitis is characterized by pain, 
tenderness, effusion, and a history of injury. The 
treatment consists of bandaging, preferably over 
wool, and the application of an ice bag for twenty- 
four hours. If the swelling does not begin to subside 
within forty-eight hours after the injury, aspiration 
is advisable. 

In sprains of the internal lateral ligament which 
are characterized by definite pain and tenderness 
over the attachments of the ligament and nowhere 
else, the treatment should consist of rest in bed with 
a posterior splint and later firm bandaging with 
elevation of the inner border of the shoe to prevent 
tension on the ligament. 

When the knee is flexed and the foot everted, the 
internal lateral ligament is relaxed and the internal 
semilunar cartilage is drawn toward the center of the 
joint beneath the most prominent part of the mesial 
condyle of the femur. If the leg is suddenly extended 
the cartilage is caught beneath the condyle and 
crushed against the tibia. The cartilage may be 
torn loose at its anterior extremity, split longitudi- 
nally, or torn across. 

The differential signs of a torn cartilage are 
severe pain, firm locking, effusion, and a negative 
X-ray picture. 

The internal cartilage is injured much more fre- 
quently than the external. 
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If the case is seen soon after the injury to a carti- 
lage, while the knee is still locked, the first step is 
reduction of the displaced cartilage and extension of 
the knee. If reduction is successful, the joint should 
be immobilized in extension in a plaster cast for at 
least four weeks. If reduction is impossible or if 
after reduction locking occurs again, the cartilage 
should be removed. After operation a posterior 
splint should be worn for two or three weeks. After 
ten days, passive motion may be instituted. Walk- 
ing may be begun after two or three weeks and full 
exercise resumed after eight weeks. As atrophy of the 
quadriceps extensor is common after all serious de- 
rangements of the knee joint, steps to redevelop the 
atrophied muscles are an essential part of the after- 
treatment. Rupture of the crucial ligaments may 
occur in severe injuries to the knee. If the case is 
seen early it should be treated by prolonged rest 
with the knee in extension. Operative repair of the 
crucial ligaments has been done but is net popular. 

Fracture of the spine of the tibia is characterized 
by pain in front of the joint, beneath the patella, 
and interference with extension. The condition is 
verified by the X-ray. If the joint can be extended, 
the treatment should be prolonged extension; if this 
is impossible, excision of the tibial spine followed by 
prolonged immobilization in extension is indicated. 

In injuries to the retropatellar pad of fat, a brace 
limiting extension about 30 degrees should be worn. 

Loose bodies are not uncommon in the knee. They 
may be due to: (1) detached portions of a loose 
cartilage, (2) osteochondritis dissecans, (3) detached 
marginal osteophytes in hypertrophic arthritis, or 
(4) osteochondromatosis. 

The symptoms of loose bodies are those of a 
mechanical derangement of the joint. The X-ray is 
of very great aid in the diagnosis. The treatment is 
wholly surgical. 

The author then discusses the technique of opera- 
tions for derangements of the knee joint.. Prepara 
tion for operations should be thorough. An antero- 
medial incision is used for the removal of the internal 
semilunar cartilage. 

For the repair of a ruptured internal lateral liga- 
ment the procedure of choice is that of Wilson in 
which a strip of fascia lata is employed. 

For the removal of loose bodies in the anterior 
compartment and for inspection of the crucial liga- 
ments the split patella incision is the one of choice 
For the removal of loose bodies in the posterior com- 
partment, the posteromedial and posterolateral in- 
cisions as developed by Henderson should be em- 
ployed. 

In all operations involving the opening of the knee 
joint a tourniquet should be employed. 

HERMAN Scuumm, M.D. 


Laroyenne: Hollow Foot (Le pied creux). Rev. d’or- 
thop., 1923, XXX, 512. 


Hollow foot may be the result of equinus or cal- 
caneus deformity, hammer toes, or metatarsus 


varus. 
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Retraction of the plantar fascia, section of the 
Achilles tendon, nervous affections, and spina 
bifida occulta are other causes of the condition. 

The cause of so-called essential hollow foot is un- 
known. Apparently this condition begins in early 
adolescence and produces progressively greater dis- 
turbances in walking, with pain and eventual ulcer- 
ation. 

The paralytic hollow foot is usually a calcaneus 
foot. The foot deformity is only partly responsible 
for the disability, the paralysis and looseness of the 
joint being the chief factors. 

Besides conforming to the general indications of 
the treatment of infantile paralysis, the treatment of 
paralytic hollow foot ought to include arthodesis and 
tenodesis. Restoration of the form of the foot such 
as may be obtained by osteotomy on the great 
tuberosity of the os calcis is not sufficient. 

The treatment of essential hollow foot should be 
undertaken only after a careful neurological and 
roentgenological examination. According to the 
extent of the lesion it should consist in section of the 
retracted soft plantar tissues or in a cuneiform 
osteotomy of the articulations of the Lisfranc or 
Chopart type. W. A. BRENNAN. 
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Beye, H. L.: Subperiosteal Resection of Long 
Bones in Osteomyelitis: An Analysis of This 
Method of Treatment with a Report of Five 
Cases. Surg., Gynec. & Obst., 1923, XXxvii, 732. 

The reported results of subperiosteal resection of 
the long bones in osteomyelitis have not been suf- 
ficiently convincing to warrant the choice of such an 
operation in preference to more conservative meas- 
ures. Beye calls attention to three fundamental 
errors involved in this procedure: 

1. The impossibility of determining accurately the 
extent of necrosis of the shaft. Because of this, 
live bone may be removed with the diseased bone. 
The attachment of periosteum to the bone is pre- 
sumptive evidence of its viability, and complete 
separation of periosteum does not necessarily mean 
that that portion of the shaft will sequestrate. On 
the other hand, the infected shaft serves to maintain 
proper length, prevents angulation, bending, and 
pathological fracture, and stimulates the formation 
of bone. 

2. Occasional failure of complete restoration of 
the shaft from the remaining periosteum following 
the resection. In such cases further operative work 
is necessary to bridge over the gap. 

3. The danger of resulting deformity. There may 
be definite shortening of a new shaft which has been 
very slow in regenerating. This would be more 
marked in the femur or the humerus where there is 
no adjacent bone to act as a support. It is very 
difficult also to prevent bowing. Shortening may 
result from injury to the epiphyses following re- 
section. 





Beye reports five cases, in only one of which, a 
case of osteomyelitis of the femur, was there syf- 
ficient regeneration of bone for weight-bearing. In 
the four other cases, with osteomyelitis of the tibia. 
further operation was necessary to cure the infection 

Rupotpu S. Reicu, M.D. 


Elmslie, R. C., Verrall, P. J., Platt, H., and Others: 
Discussion on the Operative Treatment of 
Osteo-Arthritis. Brit. M.J., 1923, ii, 1206 


EvmsLigE: Arthritis deformans is characterized by 
a tendency to chronicity and the production of more 
or less permanent changes in the joints or structures 
about the joints. Forms of arthritis with a definite 
known etiology (for example, gonorrhoea] arthritis) 
are excluded from this classification unless they are 
chronic and deforming. 

The most important causative elements are: (1 
infection of the joint with a micro-organism of low 
virulence; (2) toxemia, possibly from a bacterial 
or a chemical poison; (3) trauma, including not only 
direct damage to the joint structures, but also the 
reaction to an abnormal strain and interference with 
the proper fit of the joint surfaces resulting from an 
old injury or deformity. 

Surgery has a very definite place in the treatment 
of arthritis deformans but must always be secondary 
to a careful medical investigation and treatment of 
the primary cause. 

The first steps in the treatment should be: (1) 
the determination, as far as possible, of the presence 
of a specific infection or toxemia, (2) the determina 
tion of the presence of a mechanical cause, (3) the 
treatment of any infection or toxemia; and (4) 
the treatment of the more acute periods of inflam- 
mation by rest. 

The operative procedures which may be useful 
are: (1) operations to correct pre-existing deformi 
ties, such, for example, as osteotomy for the correc 
tion of genu valgum, (2) operations to remove an 
intra-articular cause of the arthritis as, for example, 
the removal of a loose body, a foreign body, or 
a permanently displaced semilunar cartilage, (3) 
operations for an acute condition of arthritis as. for 
example, incision of the joint or puncture of the 
joint and washing of the cavity with an antiseptic, 
normal saline solution, or ether, (4) operations 
designed to improve the functional utility of the 
joint or to render its use or that of the limb painless, 
the pain being due to a mechanical cause rather 
than inflammation. 

The following operations may be included: (1 
removal of osteophytes, (2) excision of the joint or 
arthroplasty, (3) excision or arthrodesis, (4) opera- 
tions to alter the position of a fixed joint in order 
to improve the functional utility of the limb. 

VERRALL: The treatment may be divided into 
two parts: (1) that of the causative disease, and (2 
that of the local condition. After the former, earl) 
operative removal of all mechanical factors such 
as loose bodies, ragged semilunar cartilages, lipo 
mata, arborescentia, and osteophytic outgrowths is 
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indicated. Cases of chronic arthritis of the prolifera- 
tive type with chronic effusion when the causative 
disease is intestinal (typhoid, dysentery or bacillus 
coli infection) are successfully treated by ether 
lavage 

Pratt: The essential cause of limitation of 
motion «nd pain in cases of osteo-arthritis of the hip 
is not the presence of marginal osteophytes but the 
dense infiltration of the capsule which becoines 
shortened and adherent to the femoral neck, and 
the expansion and mushrooming of the head of the 
femur. 

The severe pain is dependent on the friction and 
crowding together of the two eburnated bony 
surfaces from which usually all traces of cartilage 
are lost early. 

In early cases the removal of the osteophytic rim 
of the acetabulum as part of the free excision of the 
infiltrated capsule is a beneficial conservative pro- 
cedure. In more advanced cases, arthrodesis is of 
value if the patient is robust and fairly young. 
In the cases of older, less robust patients excision of 
the femoral head is indicated. 

Str Ropert JoNEs: In the treatment of osteo- 
arthritis, rest of the painful joint is of paramount 
importance. In the later stages manipulation to 
break down adhesions and increase motion is often 
of value. 

In the cases of old persons with very painful hips 
an operation consisting of the separation of the 
trochanter, the removal of a portion of the femoral 
neck, and fixation of the trochanter, with muscle 
attached, to the portion of the neck contiguous to 
the head which is not removed from the acetabulum 
can be done without shock. In cases in which both 
knees are stiff and painful, arthrodesis of one knee 
straight and of the other in a slightly flexed position 
is done. HERMAN ScuumMm, M.D. 


Tietze, A.: A Method of Mobilizing the Elbow 
Joint in Ankylosis (Eine Methode zur Mobili- 
zierung des Ellenbogengelenks bei Ankylose). Beitr. 
cs. klin. Chir., 1923, CXXX, I. 

The success of all methods of elbow resection, 
with or without a fascial plastic or the implantation 
of fat, depends to a great extent upon a certain 
amount of intelligence and will power, perseverance, 
and co-operation on the part of the patient during 
the period of the after-treatment. 

In three cases of ankylosis of the elbow in mal- 
position the author excised the joint, completely 
sacrificing the extension apparatus, and drew the 
skin flaps formed by the operation over the stumps 
of the bones. In this manner a hinge was made 
which permitted active motion. The patients very 
soon learned to simulate extension of the arm by 
very gradual dorsal relaxation of the contracted 
flexion musculature of the upper arm. This method 
does not, of course, give a functionally perfect arm, 
ind it prevents the use of an apparatus requiring 
ictive extension, but it has proved applicable and of 
value in certain special cases. Bove (Z). 
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Lewin, P.: A Proposed Modified Fusion Operation 
on the Spine: A Combined Operation Produc- 
ing More Rapid Ankylosis. J. Bone & Joint Surg., 
1924, Vi, 162. 


The operation described is a combination of the 
well-known fusion operation proposed in 1911 by 
Hibbs of New York City and the osteoperiosteal 
graft proposed by Ollier of Lyons, France, and 
executed so successfully by Delageniére of LeMans, 
France. The technique consists in: 

1. The classical fusion operation with the tech- 
nique of Hibbs. 

2. The placing of one or two osteoperiosteal 
grafts obtained from the tibia by the technique of 
Delageniére in a bed of bone that has been denuded 
of its osteoperiosteal layers. 

The purpose of the graft is not to produce a splint 
but to furnish all the elements necessary in the 
production of new bone and thereby effect a more 
solid early ankylosis. The method is applicable to 
those conditions in which solidification is indicated, 
such as tuberculosis, fracture, and scoliosis, but 
especially tuberculosis. 

The advantages are a quicker and more complete 
solidification and reduction of the danger of pseudar- 
throsis. A continuous bony bridge is formed across 
the posterior portions of the bodies and lamine. 

The technique of a Hibbs spine-fusion operation 
as given by Hibbs in an article in the May, 1922, 
issue of the Archives of Surgery, is quoted as follows: 

‘“‘An incision is made through the skin and sub 
cutaneous tissue, from above downward, exposing 
the tips of the spinous processes of the vertebre to 
be fused. The periosteum over the tips of these proc- 
esses is split longitudinally and, with a periosteal 
elevator, pushed to either side, leaving them bare. 
The periosteum and interspinous ligament in turn 
are still farther split and pushed forward a short 
distance from each spinous process, as two lateral 





Fig. 1 (at left). The internal surface of the tibia ex- 
posed and grafts outlined, one alongside the other. 

Fig. 2. Removing the graft by means of the chisel. 
The graft curls up as it is being removed. 











halves, gauze packs being inserted to prevent oozing. 
The dissection is carried farther and farther forward 
upon each vertebra, in turn, until the spinous proc- 
esses, the posterior surfaces of the laminz and the 
base of the transverse processes are bared, thereby 
exposing the ligamentum subflavum attached to the 
margins of the laminz and the articulations of the 
lateral processes. 

‘““The ligament is removed from the lamine with a 
curette, and the articulation of the lateral processes 
is destroyed in order to establish bone contact at 
this point. With a bone gouge, a substantial piece 
of bone is elevated from the adjacent edges of each 
lamina, of half its thickness and of half its width. 
The free end of the piece from above is turned down 
to make contact with the lamina below, and the free 
end of the piece from the lamina below is turned up 
to make contact with the lamina above. 

“Each spinous process is then partially divided 
with bone forceps and broken down, forcing the tip 
to come into contact with the bare bone of the 
vertebra below. The spinous process of the last 
vertebra below should be turned up to bring about 
contact with the next above. As the spinous proc- 
esses of the lumbar region are wide, it is sometimes 
practicable to split them, turning one half up and the 
other half down. Thus is established contact of 
abundant cancellous bone at the articulations of the 
lateral processes, laminw, and spinous processes. 
The periosteum and ligament, which together have 
been pushed to either side and lie practically as an 
unbroken sheet, are brought together in the middle 
with interrupted sutures of ten-day chromic catgut. 
The subcutaneous tissue is then closed with sutures 
of ten-day chromic catgut, and sterile dressings and 
an immobilizing brace or plaster are applied.” 

The technique of the osteoperiosteal graft is 
modified slightly from that described by Delageniére 
and Lewin in SURGERY, GYNECOLOGY and OBSTET- 
rics for May, 1920. The procedure is as follows: 

The graft is taken from the internal surface of the 
tibia with the use of a chisel and mallet. A long in- 
cision is made through the skin over the middle of the 
internal surface of the tibia without cutting the 
periosteum. The latter is exposed thoroughly and the 
grafts are outlined with a scalpel. Each graft may 
be removed separately or one full-width graft may 
be removed and cut longitudinally with a heavy 
surgical scissors. The size of the graft is determined 
by the area to be covered. Following the outline, 
the grafts are removed with a chisel. The bevel is 
kept high and the cutting edge firmly against the 
bone. By varying the inclination, one obtains the 
proper thickness, which is approximately that of a 
ten-cent silver coin. When the graft is removed it 
is placed in a compress and then immediately trans- 
planted into the bed which has been prepared to 
receive it. 

In the author’s opinion, the osteoperiosteal graft, 
which was first recommended by Ollier and es- 
tablished firmiy by Delageniére, is the most efficient 
bone-producer known at the present time. 
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Ollier deserves the credit for originating the 
osteoperiosteal graft. His results were not favorable 
for two reasons: he used too thick a graft, and his 
wounds often became infected. To Delageniére be- 
longs the credit of placing the method on a sound 
basis, outlining the indications, standardizing the 
technique, and reporting the results of 273 cases, 
During the war the three ardent advocates of this 
type of graft were Delageniére, Chutro, and Dujarier. 

The author recommends very strongly the use of 
the osteoperiosteal graft as a supplement to the 
massive bone graft in the repair of fractures of the 
long bones. DANIEL H. LEvINTHAL, M.D. 


Santy, P.: Arthroplasties (Les arthroplasties). Bry 
elles-méd., 1924, iv, 185, 205. 

Santy discusses the results of arthroplasty on 
various joints according to Oflier’s subperiosteal 
technique. In the shoulder and elbow it has some- 
times given excellent results. In the hip, mobility 
is obtained only at the expense of deformity and 
instability of the lower limb. In the knee the in 
dication for arthroplasty is given not only in vicious 
ankyloses, but also in ordinary ankyloses when the 
conditions are good. In France, arthroplasty has 
been little used because, up to the present time, 
Ollier’s mobilizing resections have given poor 
results elsewhere. Only the knee joint can be 
benefited to any considerable extent by the newer 
methods of arthroplasty. W. A. BRENNAN 


Geist, E.S.: An Operation for the After-Treatment 
of Some Cases of Congenital Club-Foot. /. 
Bone & Joint Surg., 1924, vi, 50. 


The author states that in a certain percentage o/ 
his cases of club-foot a certain degree of toeing-in 
always persists, regardless of the amount of over- 
correction used in the first course of treatment. This 
he attributes to an inward twist of the tibia. The 
object of the operation described is to untwist the 
tibia by a transverse subperiosteal osteotomy in the 
middle third. The fibula is not divided. The foot 
is rotated out to the desired degree and a plaster 
cast then applied from the toes to the groin with 
the knee flexed. The cast is left on for eight to ten 
weeks. FRANK G. Murpuy, M.D 


FRACTURES AND DISLOCATIONS 


Slomann, H. C.: On the Spontaneous Recovery of 
Congenital Dislocation of the Hip. J. Bone < 
Joint Surg., 1924, vi, 38. 

Spontaneous recovery of congenital dislocation o! 
the hip is very rare. The author reports two cases 
and reviews briefly a few of those previously r 
ported. 

Slomann’s first case was that of a 2-year-old gir! 
who had walked since she was 1 year old but always 
witha limp. Clinical and X-ray examination showed 
typical subluxation of the head of the femur. Treat 
ment was postponed and the patient’s parents in 
structed to bring her back at the end of six months 
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The patient did not return until she was 4 years old. 
By that time most of the clinical symptoms of con- 
genital dislocation of the hip had disappeared and 
the X-ray showed normal position of the head of the 
femur and only slight aplasia of the roof of the ace- 
tabulum. 

The second case was that of a girl 16 months old 
who had just begun to walk. Clinical and X-ray 
examination showed subluxation of the head of the 
femur. Treatment was postponed. Limping ceased 
in nine months. When the patient was seen again 
at the age of 9 years the clinical symptoms had 
almost entirely disappeared and the X-ray showed a 
normal hip joint and only slightly diminished de- 
velopment of the roof of the acetabulum. 

The author states that of twenty-one reported 
cases of proved congenital dislocation spontaneous 
recovery can be regarded as established in only 
twelve. 

Recovery depends on two processes: (1) reposition 
of the head of the femur and (2) approximation of 
each element of the hip joint to the normal. The 
latter process is especially evident in the progress 
of ossification of the head of the femur after the 
establishment of normal function. The shrinking of 
the capsule of the joint is a force which may help 
in reducing the luxation. In early infancy there is no 
sharp demarcation between the different degrees of 
dislocation. FRANK G. Murpuy, M.D. 


Russell, R. H.: Fracture of the Femur: A Clinical 
Study. Brit. J. Surg., 1924, xi, 491. 

The treatment of fractures of the shaft of the 
femur advocated by Russell requires an overhead 
four-poster frame, adhesive plaster extension similar 
to Buck’s extension which reaches to a point below 
the knee joint only, and slight flexion of the knee by 
means of a knee sling. Traction is exerted from the 
knee sling to an overhead pulley which is almost 
vertical, then down to a pulley which is attached to 
an offset at the foot of the bed, then to a pulley at 
the spreader attached to the end of the extension, 
then through the fourth pulley, also atached to the 
offset at the foot of the bed, and then to a weight of 
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Showing the application of the sling. 
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8 lb. in the cases of adults and between 1% to 4 Ib. in 
the cases of infants and children. 

This causes relaxation of muscle spasm and con- 
sequently reposition of fragments. Sagging of the 
fragments is prevented by the knee sling, and ever- 
sion is obviated by the flexion of the knee and the 
knee sling. Traction to the knee does not cause 
strain on the lateral ligaments of the knee as is 
commonly thought. 

Displacement of fragments is caused, first, by un- 
natural position and discomfort. This is a result of 
muscle spasm and is overcome as soon as the limb 
is adjusted in a comfortable and natural position. 
Gravity, the second cause, is overcome by the use 
of a knee sling. A third cause is the use of splints. 
In the author’s opinion, neither Thomas splints nor 
any other type should be employed. 

A number of case histories are reported to illus- 
trate the treatment described. A very good indica- 
tion of the interposition of soft tissues is a peculiar 
elastic recoil when traction is released. For this 
condition Russell recommends transverse section of 
the interposed tissues, release of the fragments, and 
further treatment such as that given for simple 
fracture. Rupotru S. Retcu, M.D. 


Schauffler, R. M.: Some Complications Follow- 
ing Internal Fixation in Fractures of the 
Femur. Surg. Clin. N. Am., 1923, iii, 1631. 


The author reports a case of fracture of the femur 
complicated by paralysis of the external popliteal 
nerve due to pressure of the cast over the head of 
the fibula. The fracture was united with a varus 
angulation of about 140 degrees and was corrected 
by wedge osteotomy. 

Another fracture which had been fixed by a metal 
band was still ununited after a year. Several se- 
questra were removed in an endeavor to stop the 
persistent discharge. 

Mention is made also of three cases in which a 
simple fracture was converted by operation into a 
compound fracture, this resulting in delayed union 
or permanent disability far worse than would have 
been caused by the original malposition. 

Surgeons who are masters of external fixation 
seldom find internal fixation necessary in simple 
fractures of the femur. The only cases requiring 
open operation are those with irregular bone ends 
which cannot be maintained in apposition and those 
with interposition of muscle. 

WitiiaM A. Crark, M.D. 


Radice, L.: The Influence of the Peripheral Nerves 
on the Healing of Fractures (Dell’influenza 
dei nervi periferici sull’andamento delle fratture). 
Ann. ital. di chir., 1923, ii, 1084. 

The influence of the nervous system on the re- 
generation of tissues in general and of the bones in 
particular has been studied by various investigators, 

-.but thus far the observations have been very con- 
tradictory. In a review of the literature, and par- 
ticularly of reports made during the war, the author 
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noted that a large number of fractures complicated 
by peripheral or central nerve lesions healed com- 
pletely. This observation refutes the claim that 
there is a definite alteration in the regenerative 
power of bone in neurotomized animals. 

Travers has reported a case of fracture of the 
vertebra with paraplegia and fracture of the leg and 
arm. The fracture of the arm healed in the normal 
time, whereas that of the leg ended in pseudarthro- 
sis. Phillips reported a similar case, that of a 
patient who died five weeks after the injury. He 
noticed that by the end of the fifth week the re- 
parative changes in the bone were those of the 
initial stages. Bush refers to the case of a 25-year- 
old man with paraplegia of the lower extremities who 
in five weeks obtained complete healing of a fracture 
of the leg. On the other hand, Renaud and Tuson 
reported a case of paraplegia in which union of a 
fracture failed to occur. Baum reported a series of 
eleven cases of fracture in tabetics. Two subtro- 
chanteric fractures united with hypertrophy of the 
callus. In three cases periosteitis and myositis 
ossificans developed. In the others, normal healing 
occurred. 

Simon has reported twenty-four cases of fractures 
occurring in tabetics. Of this number, twenty- 
two united normally. Ollier in 1867, and Kapsaum 
in 1898, reported that resection of the nerve trunk 
to the extremities did not interfere with normal bony 
union. The work of Muscatello and Damascelli on 
young rabbits showed that bone union occurring in 
the neurotomized limb presented a callus smaller 
and less cartilaginous than that found in rabbits 
without nerve injury. Goyet and Bonnet corrobo- 
rated these findings. Bougle reported that when the 
limb of an animal was fractured long after the 
neurectomy, callus formation did not occur at all. 
From extensive experiments Merusi, in 1901, con- 
cluded that degenerative changes and trophic dis- 
turbances occur if the injury to the bone is inflicted 
at a later date following nerve resection, but that if 
both the nerve and bone are injured at the same 
time, the regenerative changes will be normal. In 
1915, Denti stated that variations from the normal 
in callus formation are due to disturbance of the 
vascular system of the local parts, and that, insofar 
as the system is under nerve control, it may be 
stated that injuries of the nerve supply of a limb 
will indirectly influence the regenerative changes. 

In 1920, Patzre reported another series of experi- 
ments on young healthy rabbits. In no case, whether 
the bone was fractured at the time of the nerve injury 
or three months later, was there any disturbance of 
union and callus formation. Minervini corroborated 
these findings. On the other hand, a number of 
experimenters, including Kiesmin, most strenuously 
maintain that nerve section is followed by abnormal 
callus formation. Olge, Drummont, von der Kalt, 
Bonome, and Biagi go a step farther, stating that 
following nerve injuries there is no consolidation 
of the callus. The author cut the brachial plexus in 
ten rabbits, the median nerve in fourteen, and the 
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radial nerve in fifteen. Ten days after the neurot 
omy, he fractured the bones on both the neuroto- 
mized and the non-neurotomized side. From the 
results he concluded that the neuroparalytic hemor- 
rhage, the loss of sensation, and the atrophy of 
disuse do not in any way influence callus formation 
or fracture union, and that when disturbances of 
regeneration of bone occur either clinically or 
experimentally, other factors entirely independent of 
nerve injury must be considered. 
James V. Ricci, M.D. 


Dickson, F. D., and Diveley, R. L.: Injuries to Pe- 
ripheral Nerves Associated with Fractures. 
Surg. Clin. N. Am., 1923, iii, 1719. 

Case 1. The patient was a 5-year-old boy with a 
supracondylar fracture of the right humerus. The 
arm was put up in acute flexion. Flexion of the 
fingers and wrist developed in a few days. Attempts 
at extension caused severe pain. Examination six 
weeks after the injury showed muscular atrophy, a 
scar of slough in the cubital space, the elbow held 
at a right angle, only 15 degrees of motion, a large 
callus, abnormal prominence of the internal condyle, 
acute flexion of the fingers, thumb, and wrist, im 
possibility of active or passive extension, and de 
pression of sensation over the entire distribution of 
the median and ulnar nerves. 

The nature of the injury, the contracted flexors, 
and the sensory disturbance clearly indicated an 
injury to the median nerve of an irritative type 
rather than division, and possibly some involvement 
of the ulnar nerve. At operation the median nerve 
was found hooked over a bone fragment, embedded 
in scar tissue, hard, and decreased in size for about 
4in. The nerve was released and transplanted into a 
groove in the biceps muscle. The ulnar nerve seemed 
normal. The fingers, thumb, and wrist were forcibly 
straightened and a palmar splint applied for two 
months. Improvement in sensation began a few 
days after the operation, and under massage and 
exercise practically normal motion and sensation 
finally returned. In the index finger recovery was 
slower than in the others, probably because of 
greater injury to the fibers supplying it. 

CASE 2. The patient was a 10-year-old child with 
a supracondylar fracture of the left humerus. The 
arm was put up in the Jones position. After a few 
hours, tingling and numbness in the thumb were 
noted. At the end of three weeks there was complete 
wrist drop. Examination after five weeks showed 50 
degrees of motion in the elbow, no power in the ex 
tensors of the wrist, and ability to extend only the 
proximal phalanges. Sensation on the dorsal surfac« 
of the thumb was diminished. This indicated a lesion 
of the musculospiral nerve above the point where it 
divides into the radial and posterior interosseus 
nerves. At operation on March 3 the musculospiral 
nerve was exposed through the space between the 
brachialis anticus and the brachioradialis. It was 
found embedded in scar tissue from the point of its 
division upward about 6 cm., hard, and diminished 




















in size; above the scar, it gave no response to elec- 
trical stimulation. The sheath of the nerve was split 
and dissected free, the nerve then buried in the 
brachialis anticus muscle, and a cock-up splint 
applied. In ten days power began to return in the 
extensors. Five weeks after the operation there was 
75 per cent power in the finger extensors and 25 per 
cent power in the wrist. 

Case 3. This case was that of a woman aged 70 
years. A Colles fracture of the right wrist, which was 
sustained November 10, was treated by the applica- 
tion of a straight splint for eight weeks without 
mobilization. Examination on January 27 showed 
marked limitation of motion, stiffness of the fingers, 
and severe pain on passive motion. Pain was present 
constantly, day and night, especially in the middle 
and ring fingers where there was hyperesthesia. 
After about three months of conservative treatment 
without improvement, neurolysis of the ulnar and 
median nerves was done at the wrist. These nerves 
were found compressed by adhesions. Intense pain 
persisted for three days after the operation. After 
about three months there was only an occasional 
shooting pain in the middle finger, but motion was 
practically normal in the wrist and was good in the 
fingers except for slight stiffness of the middle finger. 
The period of long immobilization was responsible 
for the condition as it favored the accumulation of 
blood and exudate. 

Case 4. The patient was a woman of 24 years. 

Fracture of both bones of the leg when she was 6 
years old was followed by varus deformity and weak- 
ness in the foot. A brace was worn for twelve years 
and then discarded. The deformity gradually in- 
creased. The patient walked with a limp and with 
the foot in extreme equinovarus position. Examina- 
tion showed muscular atrophy and total paralysis 
of all the peroneal muscles but very little sensory 
disturbance. At operation, the anterior tibial nerve 
was exposed through an incision over the outer side 
of the tibial crest. It was found embedded in callus 
for about 2 in. It was dissected out and buried in 
the anterior tibial muscle. Neurolysis of the poste- 
rior tibial was done through a posterior incision and 
the nerve buried in the posterior tibial muscle. There 
was some return of power in the toe flexors in a few 
days, but a good result is not expected because of the 
degree of the muscular atrophy. The deformity in 
this case could have been prevented as the symp- 
toms of nerve lesion were present eight days after 
the fracture. 
_ In three of these four cases the fracture was near a 
joint. Nerve lesions are more apt to follow fractures 
near joints because in the joint region the nerve lies 
nearer the bone and because the compact structure 
in that region does not permit expansion in the 
presence of a large hemorrhagic exudate. 

In cases of nerve lesions the nerve should be ex- 
plored within two months. If neurolysis is then 
found unnecessary, no harm has been done. Since 
the economic importance of peripheral nerve injuries 

after fractures is very great, more attention should 
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be paid to the iunction of the extremity beyond the 
fracture with a view to preventing paralysis and 


deformities. Witiram A. CLARK, M.D. 

Cook, R. J.: The Results of Treatment Following 
Compound Fractures Occurring in Civil Life. 
J. Bone & Joint Surg., 1924, vi, 95. 

In cases of compound fractures the surgeon may 
choose one of the following methods of treatment: 
(1) cleansing of the wound with antiseptics and the 
application of antiseptic dressings, (2) drainage, (3) 
débridement followed by Carrel-Dakin treatment, 
(4) immediate suture after débridement, or (5) de- 
layed primary suture. The methods brought out 
during the war may not be best for all cases in civil 
life since the circumstances differ. During the war, 
surgeons often received cases of compound fracture 
from ten to twelve hours after the injury, while in 
civil life treatment is rarely delayed more than three 
or four hours. The army surgeon may therefore well 
hesitate to do a débridement and primary closure 
while the civilian surgeon need not. 

This article is based on a study of 115 cases of 
compound fracture of the long bones treated at the 
New Haven Hospital in the period from 1913 to 
1923. Sixty-eight were treated primarily by the 
method of aseptic occlusion, nine by drainage, eight 
by the Carrel-Dakin technique, twenty-six by dé- 
bridement and closure, and five by amputation. 

In the cases of aseptic occlusion the healing of 
compound fractures caused by direct violence usu- 
ally required a little longer time. Cases in which 
reduction had been effected by wiring or plating 
usually required six times as long for healing as those 
in which no foreign material was introduced, but if 
the plating was done secondarily the average time 
necessary for recovery was only twice the normal. 
In this group the average time in which the wound 
healed in uncomplicated cases was sixty-two days. 
In nine cases treated by drainage the average time 
was one hundred and seventeen days. Four of the 
cases treated by the Carrel-Dakin method required 
an average of one hundred and thirty days for heal- 
ing. In two others the fracture was unhealed when 
the patient was discharged, after an average of 
sixty-five days. 

In four of the cases treated by débridement and 
immediate suture, bone fragments were removed. 
Two of these healed in sixteen and twenty days 
respectively. In one, drainage was necessary sub- 
sequently and healing required one hundred and 
seventeen days. One patient died of gas-bacillus 
infection. In thirteen other cases in this group heal- 
ing required an average of thirty-five days. In 
five, drainage was necessary. 

When it is possible to reduce the fracture at the 
primary treatment, the wound will heal more 
quickly. Osteomyelitis is most common in cases 
treated by aseptic occlusion, drainage, and incom- 
plete débridement. Streptococcus infection requires 
wide opening of the wound and Dakin treatment. 
Gas-bacillus infection makes amputation necessary. 
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The average time required for healing is twenty- 
two days after complete débridement, sixty-two 
days after aseptic occlusion, one hundred and seven 
teen days when drainage is necessary, and one hun- 
dred and thirty days when Carrel-Dakin treatment 
is employed. 

The cases are reported in detail. 

Witiram A. Crark, M.D. 


Pearson, W.: Fractures from an Operative Stand- 
point. Lancet, 1924, ccevi, 113. 

Recent fractures should be carefully selected for 
operative treatment, as experience gained in the 
war taught that the majority can be efficiently 
treated by non-operative measures. Marked dis- 
placement of fragments does not necessarily indicate 
open treatment as in many such cases reduction may 
be effected by manipulation and extension. Non- 
operative measures should be tried first in all cases. 
Operation is rarely indicated for old persons or 
children as their bones do not respond very well to 
operative fixation. Extensive comminution of the 
fragments is also a contra-indication. 

The chief possible risks in the surgical treatment 
of fractures are sepsis and non-union, but in the 
majority of cases both of these are avoidable. The 
risk of sepsis is increased by faulty technique and the 
permanent burying of foreign bodies in the tissues. 
Non-union is attributed to operative trauma and 
interference with the blood supply. 

Operative treatment should be postponed for at 
least one week after the injury in order to permit the 
tissues to recover and thereby become more resistant 
to infection. Open treatment should be postponed 
until most of the cedema has subsided. The opera- 
tion should be planned in advance by X-ray study. 
Successful results require strict asepsis, free incision, 
careful hemostasis, accurate anatomical reduction of 
the fracture, secure fixation, and accurate closure of 
the wound. 

There are various methods of fixation. Metal 
plates have been extensively employed, but are 
generally regarded with disfavor. Pearson attributes 
failure to faulty asepsis, defective mechanical tech- 
nique, poor selection of the cases, and improper post- 
operative treatment. The author has employed 
plates in twenty-eight cases of recent simple frac- 
(ures with excellent results. 

Fixation by bands is indicated in the majority of 
long oblique and spiral fractures. Pearson recom- 
mends the Parham-Martin band as the best. 

Wiring is most useful in such cases as fractures of 
the patella, the olecranon, the condyles of the hu- 
merus, and other similar detached fragments. 

The employment of intramedullary bone pegs 
has increased. The procedure is simple and rapid 
and is indicated particularly in cases of transverse 
fracture with a tendency to displacement of frag- 
ments. The pegs are gradually absorbed and do not 
remain as permanent foreign bodies, but their em- 
ployment involves considerable loss of the blood 
supply of the medulla. 


Indications for surgical treatment of old fractures 
are malunion and non-union. Malunion is due gen- 
erally to primary incomplete reduction, insufiicient 
splinting, insufficient extension, or premature re- 
moval of the support from a recently united fracture 
in a bone subjected to weight-bearing and muscular 
strain. The three chief types of malunion are angu- 
lation, rotation, and overlapping. The first two may 
be treated by osteotomy. The third presents difiicult 
problems in treatment. 

Ununited fractures should not be subjected to 
operative treatment until sufficient time has been 
allowed for union and non-union is then demon 
strated in the roentgenogram. Bone grafting is the 
method of choice. The two types of grafts used are 
the intra-medullary and the cortical graft, which 
may be sliding, inlay, or lateral. 

In cases of non-union in which shortening will not 
cause serious disability, as in the long bone of the 
upper extremity and in one lower limb when the 
other has been amputated, the step-cut operation is 
the method of choice. Ununited fragments resulting 
from interarticular fractures should be treated by 
excision. Rupocpu S. Retcu, M.D) 


ORTHOPEDICS IN GENERAL 


Jones, Sir R.: The Problem of the Cripple. Pri: 
litioner, 1924, CXxil, 1. 

To solve the problem of the cripple it is necessary 
to concentrate and direct the energies of the various 
agencies whose sympathy and interest have been 
aroused in his fate. 

The functions of the various agencies in England 
for the relief of cripples are tabulated in full. These 
agencies are linked up into an organized federation 
for child welfare under the head of the Central 
Council of Infant and Child Welfare. 

The Bureau of Education and the Education 
Committee of the London County Council have es 
tablished schools for the education of the physically 
defective. In the author’s opinion the question of 
the prevention and treatment of the deformities 
of children is such a vast problem and so closely 
associated with efficient citizenship that the burden 
its solution entails should be borne largely by the 
State and efforts should be directed mainly to 
preventive schemes. 

The causes responsible for cripples may be divided 
into four groups: (1) tuberculosis; (2) rachitis; 
(3) paralysis; and (4) congenital defects. With 
regard to the prevention of tuberculosis the author 
states that the necessity of State protection in in 
suring the distribution of pure milk and in isolating 
cases of pulmonary tuberculosis in sanatoria is 
evident. With regard to the treatment of chroni 
ailments such as tuberculosis and rickets he stresses 
the importance of open-air hospitals in the coun 
try. 

An experiment conducted in Shropshire has the 
following organization: (1) a central co-ordinating 
body which works with the Ministry of Health and 
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the Board of Education; (2) a local committee for 
the care of cripples in every district; (3) hospital 
schools such as the Shropshire Orthopedic Hospital 
with open-air wards, each school being run under its 
local committee with its own teaching staff and 
handicraft workshops; and (4) out-patient clinics 


or after-care centers. Joun W. Powers, M.D. 

De Gaetano, L.: Three Years of Reconstructive 
and Orthopedic Surgery: Congenital Deformi- 
ties (Un triennio di chirurgia ortopedica e ripara- 
trice—deformita congenite). Riforma med., 1923, 
XXXIX, 1143. 

Harelip. The author has operated upon twelve 
cases of harelip in children between 14 months and 
12 years of age. In two cases the condition was 
bilateral, in several it was associated with cleft 
palate, and in one it was associated with cleft uvula. 
The operative technique employed was that of 
Mirault. In one case of harelip with extensive bony 
deformity—a prominent superior maxilla and pro- 
truding incisors—reconstruction was effected by 
resecting the bony structure and resetting it in 
proper alignment in a one-stage operation. The 
functional and cosmetic results seen a month after 
operation were very satisfactory. 

In the author’s opinion, harelip should be operated 
upon soon after the first year of life. 

Spina bifida. De Gaetano has operated upon five 
cases of spina bifida. He agrees with von Reckling- 
hausen and Muscatello that this condition is due 
mainly to hyperactivity of the spinal cord and 
arrest of the development of the vertebra. In two 
of his cases the defect was in the dorsal region, in 
two in the lumbar region, and in one in the lumbo- 
sacral region. Only the last had definite character- 
istics of a meningocele. The two in which the defect 
was in the lumbar region had the characteristics of 
a pedunculated myelocystocele; that is, the cystic 
tumor arose from the dilated portion of the epen- 
dymal canal and there was stenosis of the com- 
municating portion. In the two cases in which the 
defect occurred in the dorsal region it was very large, 
with a broad base necessitating an extensive plastic 
procedure to close the cavity. 

There was one death in these five cases, that of an 
infant 10 months old with a large spina bifida in the 
dorsal region. This death was attributed to opera- 
tive shock. Among the cured patients was an infant 
3 years of age which was born with a small cystic 
tumor mass in the dorsal region, the size of a hazel- 
nut, which gradually enlarged to the size of an 
orange. The enlargement and the accumulation of 
fluid produced pressure symptoms and jeopardized 
life until the tumor mass spontaneously ruptured. 
Drainage caused temporary cessation of the symp- 
toms but the closure of this small aperture and the 
subsequent accumulation of fluid was followed by 
recurrence. An operation was then performed. 
Recovery was uneventful. Subsequent examination 
has shown the patient to be normally active and of 
normal mentality. 
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The author urges surgical intervention in these 
cases even though the patient may be a poor surgical 
risk. The only contra-indications are the coexistence 
of a severe hydrocephalus, paralysis of the extremi- 
ties, or cachexia. 

H ydro-encephalocele. Analogous to the distention 
of the ependymal canal are distention and enlarge- 
ment of the cerebral ventricles. This congenital 
malformation develops prior to the differentiation 
of the mesenchymal elements covering the brain 
substance. In other words, it is an early malforma- 
tion of intra-uterine life. The views of several in- 
vestigators are given in support of this theory. 
A case of this type which was operated upon was 
that of a 2-year-old child with a suboccipital cystic 
tumor mass, the size of a lemon, with its longest 
diameter running from left to right, a marked stra- 
bismus, and a beginning optic atrophy. The patient 
was unable to stand unsupported and had the facial 
expression of idiocy. The operation consisted in 
exposing the sac and emptying the fluid contents. 
Death occurred on the third day after the operation. 
There is little to be hoped for from surgical measures 
in this type of case. 

Congenital torticollis. The three cases of congenital 
torticollis in the series were those of patients 14, 16, 
and 22 years of age. At operation an incision re- 
sembling the letter Z was made in the sternocleido- 
mastoid muscle and the muscle then elongated to the 
desired length. The perimuscular fibrous structures 
concerned in the support of the head were also in- 
cised. In the cases of persons well advanced in years 
and those with well-marked deformity it is prefer- 
able to resect the entire muscle. When the lesion 
does not yield to massage, etc., the author prefers 
a subcutaneous tenotomy for the mild cases, open 
tenotomy for the moderately severe types, and teno- 
plasty (the Bayer technique) in the very severe 
cases and those of older patients. In all cases ob- 
served the development of the face had been ar- 
rested on the side corresponding to the muscular 
deformity. This observation favors the theory as- 
cribing the deformity to congenital causes and 
refutes the theory ascribing it to obstetrical injuries. 
Stromeyer believed that it was due to a haematoma 
of the muscle developing during delivery. Wolker 
and Schloesmann attributed the arrest of growth on 
the affected side to ischemia caused by interference 
with the blood supply by excessive flexion. 

Congenital cysts and fistule of the neck. Five cases 
of congenital cysts and six of fistula of the neck 
were operated upon. Four of the cysts were of 
median thyroid origin and one was of lateral origin. 
On microscopic examination the inner surface of the 
cyst walls was found to be lined with cylindrical 
epithelium. Such cysts may be considered deriva- 
tives of the thyroglossal diverticulum. All five were 
in males between 13 months and 18 years of age. 

Of the fistula, two were of median thyrohyoid, 
two of median thyroid, and two of lateral thy 
roid origin. All were secondary to congenital cysts 
and discharged a stringy fluid; a few showed pus. 
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Histological examination demonstrated that five 
originated from the thyroglossal diverticulum, and 
that one was of branchial origin. Three occurred in 
males and three in females between 6 and 26 years 
of age. In the treatment it is essential to remember 
that some of the fistula contained microscopic 
tubular structures invading the surrounding tissue 
which, left i situ, will reproduce the lesion. 
Congenital luxation of the hip. In four cases of 
congenital luxation of the hip reduction was effected 
successfully without operation. Satisfactory results 
can be obtained by non-operative methods provided 
they are applied before the second year of life. 
Physical examination with the infant in the erect 
position reveals a lowering of the anterosuperior 
iliac spine below the inguinal fold, elevation of the 
great trochanter above the Roser-Nélaton line, and 
a much more lateral prominence of the great tro 
chanter. In the recumbent position, the extremity 
of the affected side shows slight shortening. With 
the leg in moderate flexion and abduction, palpation 
of the supra-trochanteric area with the index finger 
and thumb reveals the head of the femur in the iliac 
fossa much further anterior or posterior than is 
normal. These signs are not easily demonstrable 
in the infant except in the more marked cases. In 
coubtful cases other deformities, such as coxa vara, 
paralysis of the abductors, and coxa plana, must be 
considered. In such cases the X-ray is of great aid. 
In the treatment the author prefers manipulation 
according to the methods advocated by Lorenz and 
’aci. His experience has shown that immobiliza 
tion for from six to twelve months is essential for 
the re-establishment of normal conditions and the 
prevention of recurrence. James V. Ricct, M.D 


Galland, W. I.: A Simple and Invisible Drop-Foot 
Brace. J. Am. M. Ass., 1924, Ixxxii, 30. 


The brace described consists of a spring inserted 
in a pocket in the tongue of the shoe. The pocket, 


which can be made by any shoemaker, extends from 
the upper margin of the tongue to the middle of the 
toe cap. The posterior layer of the pocket is lined 
with soft felt. 

The spring is a spiral steel spring such as is used 
in phonographs and alarm clocks. Its 


size and 
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strength depend on the size of the foot to be sup 





ported. A small child requires only a light spring 
¥4 in. wide and from 1/36 to 1/48 in. thick, while 4 
large child may require one 1 in. wide and 1/26 ip 
thick. 

lig. 1. Construction of the tongue pocket: 1. steel 


springs; B, felt padding. 





Patent leather non-orthopedic shoe modified for 


Fig. 2. 
the drop-foot brace, showing the spring which is inserted 
in the tongue pocket 


This splint is of value in cases of drop foot or 
equinus without strong predominance of the plantar 
flexor group of muscles. Spastic equinus is a contra 
indication to its use. HerMAN Scuumm, M.D 

















BLOOD AND TRANSFUSION 


Friedlaender, B.: The Blood-Sedimentation Test 
as an Aid in Diagnosis in Surgical Infections. 
Am. J. Obst. & Gynec., 1924, vii, 125. 

Although the blood sedimentation test yields no 
practical results for the diagnosis of pregnancy 
until a general biological reaction has taken place, 
i.e., alter the fourth month, its negative findings are 
of material aid in differentiating pregnancy from 
simple tumors after the fourth month. It is of some 
aid also in the diagnosis of unruptured ectopic 
pregnancy. Ruptured ectopic pregnancy, having 
about the same sedimentation time as pelvic inflam- 
matory conditions, must be diagnosed by exclusion. 

The diagnosis of pelvic inflammatory conditions 
may be confirmed by the test. 

The reaction is especially valuable in gynecology 
to determine whether a patient with an inflam- 
matory adnexal disease but with a normal tempera- 
ture and blood count should be subjected to opera- 
tion. A sedimentation time under thirty minutes 
means active infection, and a sedimentation time 
under one hour, latent infection; under such cir- 
cumstances operation is contra-indicated. A sedi- 
mentation time over two hours excludes all possi- 
bility of a latent or active infection; therefore the 
patient may be subjected to operation safely. 

No dilatation, curettage, or other surgical inter- 
ference should be undertaken before a sedimentation 
test is made to exclude latent infection of the genital 
organs. 

The value of the test is proved by its application 
to medical conditions since all such cases with an 
infectious process show a decided decrease in the 
sedimentation time. Epwarp L. Cornett, M.D. 


LYMPH VESSELS AND GLANDS 


Eloesser, L.: Obstruction to the Lymph Channels 
by Scar. J. Am. M. Ass., 1923, I1xxxi, 1867. 

Grafts of skin and the underlying soft parts, 
whether transplanted by free grafting or Italian 
plastic operations in several stages, are often the 
site of an annoying oedema. They are islands of 
tissue completely surrounded by scar, and the 
«edema may persist for a long time. Even if it 
disappears, it may recur. 

Eloesser has observed that during the injection of 
an anesthetic for local anesthesia the scar tissue 
otfers an almost impermeable barrier to diffusion. 
lo determine whether it acts as a barrier also to the 
regeneration and growth of lymph vessels, he carried 
out a series of experiments on rabbits. 

Incisions were made through the dorsum of the 
ears of the experimental animals, but usually not 
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through the cartilage. After the incision had healed 
a suspension of barium sulphate or India ink was 
injected under the skin distal to the scar. 

It was difficult to inject the barium sulphate into 
the lymph vessels as the suspension gathered about 
the site of injection. The scar offered complete 
obstruction to the passage of the barium. 

When the India ink was injected slowly, a round 
black spot first appeared beneath the skin and 
then suddenly from this spot the ink darted into a 
lymph vessel and ran rapidly into the smaller 
branches near the site of injection. This continued 
until it reached the scar, where it stopped. The ink 
ran fairly freely until it reached the unscarified 
portion of the ear, when it ran along the uninter- 
rupted lymph spaces to the distal portion of the 
ear. 

The conclusion drawn from these experiments is 
that scar causes a relative stenosis of the lymph 
channels, obstructing the passage of grosser par- 
ticles such as those of barium sulphate, but not the 
finer particles such as those of India ink. 

It was noticed also that although the lymph 
vessels of the ears were partially obstructed, the 
ears were not oedematous. 

In these specimens the ink traces were clearly out- 
lined along well-defined lymphatic vessels. 

The ears of the animals were then inoculated with 
streptococci from a case of empyema. A number of 
the animals died after the inoculation on account of 
the virulence of the strain. In those which survived 
the infection, the attack gradually subsided at the 
end of a week or ten days, leaving a very slight 
oedema and thickening of the skin of the dorsum of 
the ear. Injections of older cultures of streptococci 
caused much milder reactions and in some cases 
almost none. 

The lymph channels of these ears could not be 
injected with India ink as the channels were com- 
pletely blocked. The blocking of the channels 
appeared in both the mildly infected and the very 
severely infected animals. 

In conclusion Eloesser says that a healed scar 
obstructs the lymphatics partially, but not com- 
pletely. Some, but not perfect, regeneration of the 
lymphatics occurs across the scar. Infection with 
certain strains of streptococci completely blocks the 
lymphatics. Dan MELLEN, M.D. 


Lemon, W. S.: Tuberculosis as an Etiological 
Factor in Hodgkin’s Disease: A Historical 
Review. Am. J. M.Sc., 1924, clxvii, 178. 


7 

The author gives a historical review of the subject, 
together with conclusions drawn from a series of 191 
cases of Hodgkin's disease which he studied at the 
Mayo Clinic. 
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Hodgkin, in his original description of the disease, 
stated that he believed it to be a primary affection 
of the lymph glands rather than the result of an in- 
flammatory process. Wilks, Trousseau, and Wun- 
derlich differentiated it from leukzemia, syphilis, 
lymphosarcoma, and tuberculosis. Fagge, Weigert, 
and Delafield described cases of primary glandular 
tuberculosis that could not be differentiated clini- 
cally from Hodgkin’s disease. Sternberg came to 
the conclusion that the disease is a peculiar type of 
tuberculosis. A number of his contemporaries, in- 
cluding Westphal, believed that tuberculosis is a 
secondary invader. 

Pizzini has found that many patients have tuber- 
culous glands but do not have tuberculosis. There- 
fore the finding of tuberculosis in a case of Hodgkin’s 
disease would not prove the former to be an etiologi- 
cal factor. Sailor, following the work of Sternberg, 
concluded that the majority of cases are due to 
tuberculosis. Reed, Longcope, and Simmons, who 
have made the pathological picture of Hodgkin’s 
disease definite, have given evidence of the distinc- 
tiveness of the two diseases. In 1914 Wuttke con- 
cluded that the disease is due to a modified strain 
of tuberculosis bacilli. Loygue in 1921 stated that 
the etiology is uncertain, but that the most probable 
cause is tuberculosis. 


The author discusses the clinical similarity of th 
adenopathy in tuberculosis and Hodgkin’s disease. 
In his series, the differential diagnosis from lympho 
sarcoma proved the most difficult. The similarity 
of Hodgkin’s disease to tuberculosis applies to three 
types of the latter: (1) an acute tuberculous adenop 
athy, in which the glands remain discrete, (2) a form 
in which the glands are large, hard, and discrete. 
with no periadenitis but with caseation, and (3) 
tuberculous adenopathy seen in negroes which re 
sembles the leukemias. 

The author cliscusses his observations on the cases 
of Hodgkin’s disease with mediastinal involvement. 
Only two of the twenty-six patients gave a family 
history of tuberculosis. The roentgen-ray examina 
tion revealed pulmonary tuberculosis in only one 
case and this finding could not be confirmed clini 
cally. In only eight of the author’s series of 191 
cases was there evidence of tuberculosis; this was 
revealed by roentgen-ray examinations of the chest. 
Moreover, roentgen-ray examinations of the chest 
revealed healed or open tuberculosis in seventeen of 
191 unselected routine cases. Lemon concludes that 
there are many similarities between tuberculous ad 
enopathy and Hodgkin’s disease, but that tubercu- 
losis does not produce Hodgkin’s disease, although 
the two may be associated. W. W. Crane, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Payr, E.: Errors in Aseptic Technique Which Are 
Frequently Overlooked (Ueber einige wenig 
heachtete Fehler in der Asepsis). Zentralbl. f. 
Chir., 1923, 1, 1601. 

In spite of our highly developed aseptic technique, 
it is still possible that the surgeons hands or the 
field of operation may not be sterile. The author 
reviews these possibilities briefly. 

Bacteriological examinations have demonstrated 
that the otherwise healthy skin in the neighborhood 
of a purulent lesion may be heavily infected for a 
radius of about 30 cm. It is therefore advisable to 
use caution in palpating this skin. A long dressing 
forceps tipped with cotton saturated in vaseline may 
be substituted for the fingers to a considerable ex- 
tent. 

After the patient has been bathed, shaved, and 
washed with alcohol and ether the evening before 
the operation, an aseptic protective bandage should 
be affixed, and on the day of operation no water 
should be applied to the operative field. 

Infection may be spread by tape measures, com- 
passes, protractors, rulers, and instruments for 
auscultation and percussion. Metallic instruments 
are therefore preferable to those made of wood. 
During clinical instruction in which models, glass 
slides, loops, sputum cups, urine containers, etc. are 
used, the danger is particularly great as these objects 
are used occasionally in a septic case. Wooden 
splints that have been saturated from dressings and 
the straps of the operating table may be other 
sources of severe infection. Glisson slings, plaster 
bandages, braces, hinges, and even roentgen-ray 
plates may harbor infection and dangerously con- 
taminate the hands. In the operating room the 
Esmarch bandages, Bies hemostatic bandages, and 

the anesthetizing apparatus may be carriers of 
infection. 

In the Payr clinic the umbilicus is washed out 
with iodobenzine and irrigated with mastisol, and 
the skin is powdered with sterilized bolus alba. In 
operations on the intestinal tract and the gall blad- 
der after the so-called septic parts have been opened 
or injured the instruments are exchanged for clean 
ones and the suture material is changed. 

VoRSCHUETZ (Z). 


Holman, E.: Protein Sensitization in Iso-Skin- 
Grafting. Is the Latter of Practical Value? 
Surg., Gynec. & Obst., 1924, xxxviii, 100. 

The author’s observations are supported by 

Schoene’s views. Holman removed grafts for micro- 

scopic study on the sixth, thirteenth, twenty-second, 
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and thirty-second days after their application. 


By 
the sixth day the graft showed evidence of a begin- 
ning extension of epithelium from the edge. By the 
twelfth day, the epithelium had advanced over the 


granulation tissue in a very thin layer. This layer 
then gradually thickened until it had assumed the 
character of normal epithelium. The specimen 
removed on the thirty-second day showed only the 
slightest vestige of very delicate, stained epithelium. 
An identical picture was noted in sections of grafts 
removed from two of the groups. 

The full cycle of an isograft ranges from approx- 
imately twenty-four to thirty-six days; therefore a 
report of a successful isograft based on an observa- 
tion of only ten to twenty days is obviously not of the 
slightest value. 

Of particular interest in the author’s experiments 
was the evidence presented by a specific process of 
disintegration involving a specific antibody for each 
set of grafts. Holman’s experience prompts him to 
emphasize the possibility of sensitizing the patient to 
the foreign protein of the graft. Protein sensitiza- 
tion or poisoning may be manifested by a general 
reaction or by only a gradual disintegration of the 
foreign transplant. Holman questions the value of 
attempting isografting when there is skin available 
for an autograft. Emit C. RopitsHek, M.D. 


ANZSTHESIA 


Ross, E. L.: Some General Effects of Local Anzs- 
thetics Administered as in Tonsillectomy. 
Ann. Otol., Rhinol. & Laryngol., 1923, xxxii, 1229. 


The author’s work was done to determine the 
cause of systemic effects following tonsillectomy per- 
formed under local anesthesia. In animal experi- 
ments it was found that the arterial pressure increas- 
ed 223 per cent and the intracranial venous pressure 
increased 467 per cent after cocaine and adrenalin 
were injected as in the routine clinical tonsillecto- 
my. After cocaine and adrenalin were swabbed on 
the throat the arterial pressure increased 137 per 
cent and the intracranial venous pressure 193 per 
cent. Such increases are due to the synergistic 
action of cocaine and adrenalin; circulatory changes 
are negligible if either is omitted. Systemic effects 
are to be attributed to the enormous increase in 
intracranial pressure which causes first a circulatory 
stasis, then asphyxia of the central nervous system 
with increased respiration, and finally a smothering 
sensation. 

In clinical cases the maximum rise in the blood 
pressure averaged 34.2 per cent and was greatest in 
those showing the most marked reaction. There- 
fore, to increase the safety of local anesthesia, 
measures should be directed toward lowering the 
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pressure rather than toward increasing it. Cocaine 
should be eliminated completely if possible or, if it 
must be used, should be applied some time after the 
injection of the adrenalin and novocaine. 

Grorce R. McAuttirr, M.D. 


Graf, H.: The Relationship Between the Chemical 
Structure and the Local Anaesthetic Effect 
of N-Alkylized Leucinol Esters of P-Amino- 
benzoic Acid (Ueber die Beziehungen zwischen 
chemischer Konstitution und lokalanaesthesierender 
Wirkung bei N-alkylierten Leucinolestern der 
p-Aminobenzoesaeure). Arch. f. exper. Path. u. 
Pharmakol., 1923, xcix, 315 

Since the chemical structure of cocaine has been 
definitely established we have learned how to ob 
tain new anesthetics containing pharmacologically 
valuable groups. The following properties are 
essential: specific affinity for the sensory nerves, 
solubility in indifferent fluids, blandness, resistance 
to heat, and a character which will permit the use 
of the drug with adrenalin. The author discusses 
briefly the various recognized anesthetics and those 
still under investigation. 

By esterification of p-aminobenzoic acid with the 
N-alkylized proteogenic alkamine, leucinol, sub- 
stances are obtained which differ chemically from 
novocaine in the lengthening of the carbon chain 
and are characterized pharmacologically by inducing 
anesthesia rapidly. 

These substances were tested as to their value for 
superficial anesthesia of the cornea, conduction 
anesthesia of the sciatic nerve of the frog, and in- 
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filtration anesthesia induced by intravenous inje 
tion in the arm. The individual and comparative 
values in contrast to cocaine and novocaine are re- 
corded in tabular form. 

For practical purposes, only the N-diethy| 
leucinolester of the p-aminobenzoic acid requires 
consideration. The chemically pure substance does 
not cause irritation and acts on the cornea just as 
rapidly and deeply as cocaine and eight times as 
powerfully as novocaine. The solution is sterilizable. 
It is twice as powerful as novocaine in inducing 
anesthesia of the mucous membrane and conduction 
anesthesia. KULENKAmprr (Z 


Palmer, C. B.: The Effects of Posture on Relaxa- 
tion under Anzsthesia. California Stale J. M 
1924, Xxll, 2 

The author urges more attention to the posture 
of the patient under anesthesia. Pillows of proper 
size should be placed under the head or back, the 
legs and thighs should be flexed, and the thorax 
should be raised. Relaxation of the flexors of the 
femur, trunk, and neck contributes to the patient's 
comfort by relieving the tension on the abdominal 
wall. 

From a study of 10,000 cases the conclusion is 
reached that if due attention is paid to the patient’s 
posture, the induction and maintenance of anes 
thesia will be facilitated, greater relaxation will be 
obtained, less profound anesthesia will be sufficient 
and the condition of the patient after the operation 
will be very much better. 

GEORGE 


R. McAvuttrr, M.D. 
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Rolleston, Sir H., Reid, Sir A., Knox, R., and 
Others: X-Ray and Radium Protection Com- 
mittee: Revised Report. Brit. J. Radiol., 1924, 
XXIX, 19. 

The known effects of overexposure to the X-ray 
and radium on the operator to be guarded against 
are: (1) visible injuries to the superficial structures, 
which may result in permanent damage, and (2) 
derangement of internal organs and changes in the 
blood, which are especially dangerous because of 
their insidious onset. 

As general precautions the authors recommend 
limitation of the working hours to not more than 
seven a day, outdoor life on Sundays and two half- 
days each week, and an annual holiday of one month 
or two separate fortnights. 

Protective measures are described for the various 
types of installations. In all cases the X-ray tube 
should be enclosed as completely as possible by 
protective material equivalent to from 2 to 3 mm. 
of lead. In doing fluoroscopy, the operator should 
further protect himself with lead-rubber gloves and 
an apron and with goggles. In radiography, the 
operator should stand behind a leaded screen. Treat- 
ment rooms should have their walls (and, when 
necessary, the floor and ceiling) lined with lead from 
1 to 3 mm. thick. All rooms should be well venti- 
lated, well lighted, and above ground level. 

With regard to the prevention of injury from 
electricity the authors state that concrete floors 
should be covered with wood, cork, linoleum, or 
rubber. Overhead conductors should be tubes or 
rods and at least 9 ft. above the floor. All metal 
parts should be earthed, and all main and supply 
switches should be accessible and distinctly marked. 

Radium should be handled only with forceps and 
carried from place to place in long-handled boxes 
lined with 1 cm. of lead. When not in use, radium 
should be stored in boxes with walls of a thickness 
equivalent to not less than 8 cm. of lead 

Cuarces H. Heacock, M.D. 


Sittenfield, M. J.: The Evaluation of X-Ray and 
Radium Therapy in Cancer, and Its Future 
Outlook. Radiology, 1924, ii, 74. 

The author reviews the various types of malig- 
nancy and endeavors to place the value of radiation 
therapy in each type. In malignant affections of the 
lymphatics, the X-ray and radium are the most 
valuable therapeutic agents at hand; in fact, so 
valuable that in lymphosarcoma and Hodgkin’s dis- 
ease response to radiation is regarded as of diagnos- 
tic value. Surgery is ‘unsatisfactory and may even 
lisseminate the lesion. 
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In carcinoma of the uterine cervix these agents 
are of equal value with surgery in the early cases. 
The best results are obtained by the combined use of 
radiation and surgery. In the inoperable cases, al- 
though the percentage of cures is small, radiation is 
of great value as it prolongs life in comparative 
comfort. 

In 138 cases of carcinoma of the breast which were 
treated by the author a cure lasting for from one to 
four years was obtained in 83 per cent of those in 
which there was no recurrence or any clinical mani- 
festation of the disease at the time of the prophylac- 
tic radiation. When recurrences or metastasis were 
present, the results were unsatisfactory, a cure being 
obtained in fewer than 20 per cent. 

The results in superficial malignancies are good, 
but in inoperable carcinomata of the cavities of the 
body radiation has given only negligible results. 

Our knowledge of the therapeutic value of wave 
lengths is still very faulty. The different wave 
lengths seem to have a differential action. Russ 
found that the skin is six times, and tumor tissue 
two and eight-tenths times, more sensitive to the 
long waves than to the short waves. 

Another possible line of research is suggested by 
the fact that tissues may be rendered sensitive to 
light by the injection of certain fluorescent sub- 
stances such as Bengal red, eosine, chlorophyll, and 
hematoporphyrin. Sunlight is responsible for an 
entire biochemical change in the injected substance 
which renders this otherwise harmless agent toxic 
and kills the animal after producing a definite train 
of symptoms. 

Technical advances and physics have advanced 
beyond our knowledge of the biological, anatomical, 
and histological bases for radiation. Some of the 
problems still to be solved are: (1) the lethal dose 
for every type of malignant growth, (2) the relative 
radiosensibility of the different tissues, (3) the 
reason why cancer tissue is more radiosensitive than 
the normal tissue from which it sprang, (4) the 
reaction of a given tissue to a definite wave length, 
(5) the relationship of lymph nodes to cancer, and 
(6) the methods of meeting the seeming decrease in 
the operability of cancer. 

CHARLES H. Heacock, M.D 


RADIUM 


Stenstrom, W.: Methods of Improving the Ex- 
ternal Application of Radium for Deep Ther- 
apy. Am.J. Roentgenol., 1924, xi, 176. 


In certain cases the radium pack has advantages 
for external radiation in deep therapy, namely, ease 
of application and constancy of irradiation. Serious 
disadvantages in the old-fashioned pack are the 
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difficulty of screening undesirable rays and_ the 
difficulty in obtaining the proper distribution of the 
gamma rays within the body. Moreover, with a 
reasonable amount of radium, a great distance and a 
long time are necessary to obtain a depth dose com- 
parable to the depth dose from filtered roentgen 
rays produced by 200 kv. 

The author describes a rotating container attached 
to a stand which he devised to utilize the advantages 
and overcome the disadvantages mentioned. With 
this applicator it has been possible to obtain approx- 
imately the same depth dose in 17 gm.-hrs. as that 
obtained in 60 gm.-hrs. with the old pack. The 
greatest advantage of the new pack over the old one 
is that the amount of radiation absorbed within a 
cylinder directly under it is about one-half the total 
amount absorbed by the body, while for the old pack 
this relation was 1:10. 

Packs of this construction can be of value only in 
hospitals possessing large quantities of radium. It 
is still too early definitely to determine their ulti- 
mate success in all cases, but the results so far are 
very much better than those obtained with the old 
pack. 

The new pack cannot, of course, compete with 
the roentgen-ray tube in economy, as an enormous 
quantity of radium is needed to produce the same 
effect in the same time. However, in many cases 
the peculiar distribution of the radiation makes the 
pack more suitable than the roentgen-ray tube. 


For instance, it may be employed to administer a. 


heavy dose into the lower jaw and the tongue from 
beneath the chin, and to obtain a good distribution 
of radiation in the larynx. It is of value in the treat- 
ment of certain breast tumors and axillarv metasta- 
ses as it saves the sensitive surrounding tissue [from 
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heavy radiation, and it has proved effective also jn 
the radiation of the prostate and vulva. 


ApoLpH HARTUNG, M.D 


MISCELLANEOUS 


Thomson, J. E. M.: The Use of Physiotherapy in 
Certain Orthopedic Conditions, with Particu- 
lar Reference to the Usefulness of the Actinic 
Ray. J. Radiol., 1924, v, 46. 


The use of the mercury quartz lamp is relatively 
new in orthopedic surgery although other physio- 
therapeutic measures have long been recognized. 
To estimate the value of the actinic ray, the quartz 
lamp was used in sixty of 110 cases. The conditions 
selected for radiation were: fractures, eight cases: 
arthritis, neuritis, bursitis, twenty-four cases; os- 
teomyelitis, five cases; burns, four cases; open 
wounds, eight cases; and miscellaneous conditions, 
eleven cases. 

In the cases of fracture the actinic ray was used 
about eight weeks after reduction and was com- 
bined with manipulative exercises and massage. 
In the treatment of arthritis it was employed early 
except in the cases of spinal involvement. In the 
latter it was used as soon as the patient became 
ambulatory. All of the cases of osteomyelitis except 
one were acute. In the cases of burns, all of which 
were third-degree burns, the ray. combined with 
massage and passive motion caused softening of the 
keloid and rapid healing. 

The author concludes that the ray acts as a 
stimulant to the system in general, relieves the pain 
during the acute symptoms by reducing the effusion 
in the region affected, and hastens the ultimate cure. 

Cuarvtes H. Heacock, M.D 
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